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AMPAC: For Responsible 
Legislation 


The time has long since passed, if it were ever pres- 
ent, that physicians and their families can afford to 
remain aloof from public affairs. Recent legislative 
hearings and acts of Congress should convince even the 
most complacent that the entire medical profession and 
everything it stands for is under fire. 

We are being attacked constantly, and the attackers 
have taken their toll. Each of us is doing his utmost 
to combat this situation and to improve the public 
posture of the profession. Each in his own way is prob- 
ably doing a good job. Our image is improving—this 
despite the fact that our enemies are well disciplined, 
and that they have been working effectively to create 
the opposite impression in the minds of the people, 
and even in the minds of some doctors. It is essential 
to disprove this vicious propaganda and these distor- 
tions by speaking the truth, by actions and deeds, and 
—above all—by efficient, effective, compassionate 
handling of patients’ everyday problems. The fact re- 
mains, however, that even if every physician were 100 
per cent perfect in his judgment and deportment, and 
even if the public relations index of the medical pro- 
fession were so good that it could serve as a model for 
others, the profession would still be extremely vulner- 
able before a hostile Congress. 

These political facts of life affect us and the future 
of our patients: 

1. If medicine is to survive as a free profession, 
physicians must effectively broaden the influence 
of responsible elements in both major political 
parties and must elect to office candidates for Con- 
gress who will vote for freedom. If we do not, the 
American system of medical care, which is based 
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on quality, will be wiped out by legislative 
action. 

2. The laws of the United States are spe- 
cific regarding political activity. The Hatch 
Act specifies that federal employees must 
not participate in any federal election, and 
the Internal Revenue Code allows no deduc- 
tions of any kind for political activity at the 
candidate-electing level. Under certain condi- 
tions, firms and individuals can deduct as 
business expense the cost of providing pub- 
lic information and education. 

Most important, the Federal Corrupt Prac- 
tices Act as amended by the Taft-Hartley 
Act (Section 610) specifically forbids any 
corporation from contributing to the cam- 
paign of a candidate. The American Medi- 
cal Association and most of its constituent 
state associations are corporations, as is the 
Association of American Physicians and 
Surgeons. Such corporations can legally and 
properly expend funds for education of their 
members and of the public and even for 
lobbying, but they cannot contribute directly 
to the support of a candidate for a federal 
office. 

Thus, contributions for support of a can- 
didate are not deductible when made by 
individuals, and are illegal when made by 
corporations. 

3. A new vehicle of some type was essen- 
tial if the efforts of physicians and their 
families were to be combined, crystallized, 
and made effective at the candidate-electing 
level. The American Medical Political Ac- 
tion Committee (AMPAC) was formed to 
promote political activity on the part of 
physicians and their families, to provide edu- 
cational material to physicians and the pub- 
lic regarding issues and qualifications of 
candidates for Congress, to assist in imple- 
menting these objectives, and to take what- 
ever steps are necessary to recruit and elect 
responsible legislators. 

AMPAC is nonpartisan in that it is affili- 
ated with no political party. Proven friends 


of the medical profession and others who 
merit it will be supported, regardless of 
whether they are Democrats or Republicans. 
The need for incisive, direct, effective politi- 
cal action by physicians and their families is 
obvious. The present board of directors and 
officers of AMPAC have pledged themselves 
to go all-out,to accomplish the goals of the 
group. The election of Congressional candi- 
dates requires organization, selection, moral 
support, and money. Members of Texas Medi- 
cal Association will have an opportunity to 
contribute to this effort, and their advice and 
counsel is earnestly solicited. 
At stake is the quality of medical care. 
—MILTON V. Davis, M.D., Dallas, Texas, 
Secretary-Treasurer, 
American Medical Political 
Action Committee. 


The Significance 
of Rectal Bleeding 


Rectal bleeding is a common symptom 
about which each physician is consulted often. 
Since patients are becoming more cancer-con- 
scious, the frequency of these consultations will 
probably increase. This symptom should never 
be neglected by the physician, because it is al- 
ways caused by a lesion which may or may not 
be of significance. 

Most cases of rectal bleeding are caused by 
lesions of the peri-anal area or anal canal such 
as fissure, anal ulcer, fistula, or hemorrhoids. 
All of these conditions are benign, and patients 
can be treated by minor procedures with grati- 
fying results. Rectal bleeding can also be caused 
by serious lesions of the anus, rectum, or colon, 
such as polyps, ulcerative colitis, and carci- 
nomas. These lesions need early diagnosis and 
prompt treatment in order to achieve improve- 
ment in survival results. Bleeding is present as 
a symptom in about 90 per cent of cases of 
carcinoma of the anus, rectum, and colon. 
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It is the physician’s duty to localize the cause 
of rectal bleeding so that proper treatment can 
be instituted when indicated. One sound meth- 
od of approach is to consider that each case of 
rectal bleeding is attributable to a malignant 
growth until proved otherwise. Every patient 
with rectal bleeding deserves a complete ano- 
rectal examination to determine the cause. This 
is not difficult and generally can be done in the 
office. Examination consists of inspection of 
the anus and perianal area, digital examination 
of the anus and rectum, and sigmoidoscopic 
examination. These simple procedures will de- 
termine the cause of bleeding in most cases, 
and in addition will detect or exclude about 75 
per cent of carcinomas of the large bowel. In 
the few cases in which no diagnosis is made by 
the previously mentioned methods, more com- 
plicated procedures such as barium enema and 
double contrast enema should be used. 

Examination of the anorectal area is prob- 
ably the most neglected part of the physical 
examination. This should not be so, since most 
of the lesions found in this area are easy to 
diagnose and can be eradicated satisfactorily 
by surgical procedures. 

Rectal bleeding should be considered a seri- 
ous symptom by the patient and his physician 
until diagnosis is made. If the examinations 
outlined earlier are performed, carcinomas in 
this area will be diagnosed promptly. With 
earlier treatment, the overall mortality rate for 
this serious disease will be reduced. This is the 
real significance of rectal bleeding. 

—Ep B. Rowe, M.D., 
Department of Surgery, 
University of Texas Medical Branch, 
Galveston, Texas. 


The personality types and behavior patterns that 
are the literary hallmark of Fédor Mikhailovich 
Dostoevski were strongly influenced by the writer's 
own epilepsy, suggests Dr. Norman Geschwind of 
Boston.—Schering Science Bulletin, Aug., 1961. 
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No Thanks--But Please 


The national Blue Cross Association has 
informed Congress that although it opposes 
social security medicine for the aged, it stands 
ready to administer the federal program should 
proposed legislation be enacted into law. 

This is an unreconcilable and inconsistent 
expression by the voluntary, nation-wide as- 
sociation of 83 state and community Blue Cross 
plans. It is somewhat like a little boy telling 
his mother he doesn’t like ice cream—but if 
she is going to serve it, he would like a big 
dish of vanilla, topped with chocolate sauce. 

Blue Cross plans, as well as other under- 
writers of voluntary health insurance, have 
much to lose by the enactment of a federally 
financed and controlled medical care program 
for the aged through the social security system. 
Government medicine is certain to stymie the 
remarkable growth which voluntary health 
insurance plans have enjoyed and ultimately 
will cause their decline, if not their demise. 

The national Blue Cross Association could 
better devote its energies to strengthening vol- 
untary health insurance mechanisms and to 
expressing unequivocal opposition to social se- 
curity medicine. 

It is comforting that Blue Cross-Blue Shield 
of Texas, Inc., has not supported the policy 
expressed by the national organization. The 
Texas group not only has recorded its disap- 
proval but has stood firm with Texas medical, 
hospital, and allied health organizations in 
opposing federal encroachment. At its Septem- 
ber meeting, the state plan’s Board of Direc- 
tors firmly opposed the King-Anderson Bills 
(H.R. 4222 and S. 909, 87th Congress) and 
similar proposals. It stipulated that no over- 
tures or commitments should be made to the 
Democratic Administration or to Congress re- 
garding administration of a federal program 
which might be passed. Significantly, it re- 
iterated “its hearty approval of the philosophy 
of free enterprise and the American Way of 
life, and pledged its continued, enthusiastic 


807 





support of the voluntary health insurance 
movement, with the objective of extending 
pre-payment coverage to an even greater num- 
ber of Texans in the years ahead”. 

Blue Cross-Blue Shield of Texas deserves 
commendation for its sound, steady course at 
a time when the national Blue Cross Associa- 
tion is floundering. 


Medical School Liaison 


The Texas Medical Association should be 
identified as an organization which represents 
all doctors who are members, whether they 
are practicing physicians or not. Properly, it 
should establish liaison with the medical schools 
of this state. Realizing the importance of bet- 
ter understanding between physician staff mem- 
bers of the medical schools and other physi- 
cians in the state, the President created the 
Committee to establish effective communica- 
tion between the Association and the three 
(soon to be four) medical schools in Texas. 

All projections indicate that additional doc- 
tors will be required if the health needs of 
the growing population are to be served ef- 
fectively. The problem in this state is par- 
ticularly acute since the number of physicians 
per 100,000 population (92.4) is less than 
that of the nation (118.4). Only recently has 
Texas produced as much as 50 per cent of 
the physicians who practice in the state. 

The financial and organizational problems 
of medical education are becoming increasingly 
complex. Each medical school in Texas has 
a heavy burden of responsibility not only to 
provide an education leading to an M.D. de- 
gree, but to provide clinical training in gen- 
eral practice and in a variety of special fields, 
to educate graduate students in basic science, 
to educate ancillary health personnel, and to 
conduct medical research. It is of critical im- 
portance that these activities be strengthened 
so that physicians can make good their boast 
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that they are constantly improving the health 
of the American people. 

The staff of the medical school requires 
accurate information and advice regarding 
problems of medical care, particularly as they 
concern areas distant from the school. This 
information should be made available to all 
medical schools in the state. Similarly, prac- 
ticing physicians need to be apprised of the 
new problems the medical school’s personnel 
encounter as they seek to maintain and ele- 
vate the standards of medical education. 

That the science of medicine is being better 
and more effectively taught can hardly be chal- 
lenged. In some instances, however, the art, 
the humanity, the ethics, and the etiquette of 
medicine are not receiving due attention. Too 
often the young physician starting to practice, 
to teach, or to do research is not prepared to 
meet the inevitable failures in medical prac- 
tice, teaching, or research. 

Too often, also, the relationship between 
members of the Texas Medical Association 
who teach in a medical school and Association 
members who practice in the same commu- 
nity is not all that it should be. To some ex- 
tent, this situation may continue to exist. Nev- 
ertheless, one of the most important functions 
of the new committee is to provide a common 
ground for discussion of mutual problems 
among all members of the Association. Al- 
ready, steps in the right direction have been 
made for new members through orientation 
programs. Committee members hope to sub- 
mit a summary of findings relative to prob- 
lems they consider to these recently graduated 
physicians. A recommendation that is being 
considered is that Medical Student Day pro- 
grams for senior students be held several times 
during the year in each medical school of the 
state. 

The Committee welcomes suggestions from 
all members of the Association. 

—RUSSELL L. DETER, M.D., El Paso, 
Chairman, Committee on Liaison 
with Medical Schools. 
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A Time for Action 


An article by Mr. John A. Grimes in the August 31, 1961, issue 
of the Wall Street Journal states, "Chances are growing that 
Congress next year will approve the hotly controversial plan for 
medical care for the Aged via Social Security." Former Demo- 
cratic Congressman Aime Forand of Rhode Island has announced the 
formation of a National Council of Senior Citizens. This group, 
he says, will be lobbying for a similar program. Furthermore, 
President Kennedy has asserted, "I assure you [Sen. Pat Mc- 
Namara] that I intend to recommend that this legislation [Social 
Security for medical care of the aged] be given the highest 
priority at the next session in Congress." 


The lines are forming: Let us not be lulled into inactivity by 
the closure of Congress for this year. A new session starts 
soon after the first of January. Also, Kerr-Mills legislation 
will be implemented in Texas at that time. 


During the current Congressional recess, many political agree- 
ments and compromises will be made. This is an excellent time 
for personal contact with governing representatives by letter, 
telegram, telephone call, or visit. Efforts exerted from now 
to the first of the year can be especially effective in con- 
vincing senators and/or representatives that the social secur- 
ity approach for medical care of the aged is inordinately ex- 
pensive, is an unfair additional tax, and is sure to cause 
socialization of a wonderful profession. 


= 


President, Texas Medical Association 


Harvey Renger, M.D. 











On August 2, the Texas Medical Associ- 
ation presented testimony before the 
House Ways and Means Committee in 
Washington in opposition to H.R. 4222 
(Rep. King, Calif.). The testimony was 
presented by the President, Dr. Harvey 
Renger, Hallettsville. Dr. Renger was ac- 
companied by 22 physicians—one from 
each congressional district of the state. Dr. 
Robert L. Daily, Wichita Falls, has set 
forth his observations gleaned during the 
visit to Washington. In view of their 


general interest, his views are reprinted 
here. 


Legislative Mission to Washington: 
A Report 


CURRENT POLITICAL TRENDS.—The former 
President was content to implement policies formu- 
lated by the policy committee of the Republican 
Party. At present, policy is being made by the Chief 
Executive and is being implemented by his able 
and professional assistant, the Vice President. Idea 
men from universities in the East are everywhere; 
the relaxed surroundings of a year ago have van- 
ished; more pressure is being applied on the legis- 
lative branch; and the judiciary branch is soon to 
feel the impact of many new appointments. 


PROGRESS IN LIBERAL LEGISLATION.—Of 
five major domestic proposals presented by the New 
Frontier, three have become law (minimum wage, 
depressed area assistance, federal aid to housing). 
Federal aid to education is temporarily stymied but 
it is generally believed that a measure of this kind 
will pass in 1962. Hearings on H.R. 4222 (King- 
Anderson bill) will be resumed at the next session 
of Congress before a friendly Ways and Means Com- 
mittee. Two or three current conservative members 
of Congress are retiring to accept federal judgeships 
or positions in private business. Their replacements 
doubtlessly will have liberal views. The House is 
almost evenly divided between conservatives and 
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liberals; however, there are many middle of the road 
members. It is this latter group that must be influ- 
enced, if liberal advance is to be arrested. 


OUR IDEOLOGICAL PROBLEM.—Organized la- 
bor groups and other pressure groups pursue an 
active and aggressive approach. Unfortunately, indi- 
viduals with conservative views do not exhibit suf- 
ficient strength. They apparently either do not have 
the time or the inclination to write their Congress- 
men. Too often, complaints are made after legisla- 
tion has been enacted. It is well to remember that 
most members of Congress are trying to do a good 
job. At least, they are trying to represent the atti- 
tudes of their constituents. 


COURSE OF ACTION: 


1. Each doctor should write his congressman 
a friendly and appreciative letter at least 
once a year. He should know the legisla- 
tor’s voting record, and should request that 
the local newspaper print this record week- 
ly, if it is not already doing so. He should 
never retaliate with damning, inconsiderate, 
rude, or maligning letters. He should ask 
himself, “How would I react if I received 
such a letter?”. 
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2. Each doctor should persuade at least one 
conservative lay friend to write a letter 
which is not necessarily confined to oppo- 
sition of socialized medicine. The writer 
should state his vocation. 

3. Each doctor should participate actively in 
support of a conservative candidate for 
Congress, regardless of the candidate’s party 
affiliation. He should avoid making state- 
ments that invoke the criticism that medi- 
cine is selfish and interested in politics 
only when its own future is threatened. He 
should oppose federal aid to education and 
wastage in the foreign aid program and in 
other similar programs. 

4. He should stress the cost and the inade- 
quacy of H.R. 4222 and similar proposals 
that depend on social security tax support. 
This is a weak point in the liberals’ arma- 
ment. The professional group, the small 
business—self-employed group, and the la- 
boring group will be concerned when they 
realize the high cost. 

5. He must avoid self-satisfaction with prog- 
ress already made. As problems occur which 
involve the near indigent and in times of 
catastrophic illnesses, appropriate supple- 
ments to existing legislation should be pro- 
vided locally. 

6. He must not be afraid to talk about these 
questions with friends. They may not be 
particularly interested in what is going to 
happen to doctors under socialized medi- 
cine but they will most certainly be inter- 
ested in what is going to happen to them 
in terms of cost and adequacy. 


I believe that if every doctor would follow through 


with this approach, the trend toward socialism would 
be halted. 


—ROBERT L. Dality, M.D., 
Wichita Falls, Texas. 


Influenza Vaccinations 


Dr. Van C. Tipton, director of the Communi- 
cable Disease Division of the Texas State Depart- 
ment of Health, calls the attention of Texas physi- 
cians to influenza immunization procedures de- 
signed to prevent deaths and unnecessary illness in 
the next few months of patients in “high risk” 
categories. 

To reduce the hazard in such patients, the Sur- 
geon General's Advisory Committee has recom- 
mended that they be immunized with polyvalent 
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influenza vaccine as soon as practicable. Since de- 
velopment of antibodies takes about two weeks, 
it is important that immunization be carried out 
before epidemics occur in the area. 

Patients in the following disease categories have 
had the highest mortality rates, and specific pro- 
tection is indicated for them routinely. 

1. Persons at all ages who suffer from chronic 

debilitating disease. 
. Pregnant women. 
. All persons over 65 years of age. 

In years of expected high incidence of influ- 
enza, vaccination is recommended for the follow- 
ing groups of people: 

1. Persons in medical and health services, pub- 

lic safety, public utilities, transportation, 
education, and communications. 


2. Persons in age groups in which influenza 
occurs in highest incidence, namely those 
between 5 and 25 years. 


Dosage and Schedule 


Adults —1.0 cc. (500 CCA units) should be 
administered subcutaneously as soon as practicable, 
and no later than January 1. Those not previously 
immunized should receive, if feasible, a second 
dose of 1.0 cc. approximately two months after 
the first injection. 


Children aged 6 to 12 years of age—0O.5S cc. 
(250 CCA units) should be administered sub- 
cutaneously as soon as practicable, and no later 
than January 1. Those not previously immunized 
should receive, if feasible, a second dose of 0.5 
cc. approximately two months after the first in- 
jection. 

Children three months old to pre-school age— 
Initial doses of 0.1 to 0.2 ml. (50 to 100 CCA 
units) should be administered subcutaneously on 
two occasions, separated by one or two week inter- 
vals. A “booster” inoculation of the same strength 
should be given if feasible, two to three months 
later. Preferably the schedule of vaccination should 
be completed by January 1. Since febrile reac- 
tions to vaccine in this age group are common 
acetylsalicylic acid (one grain per year of age) 
may be given every six hours for the first 24 
hours unless there are contraindications. 

Persons previously immunized with polyvalent 
vaccine-—Each fall, prior to January 1st, persons 
previously immunized with polyvalent influenza 
virus vaccine should be reinoculated with a single 
dose according to the following schedule: 

Children 3 months old to pre-school age: 0.1 

to 0.2 ml. 
Children aged 6 to 12 years: 0.5 ml. 
Adults: 1 ml. 











For many years death rates have declined 
while birth rates have risen. More babies 
require more medical services, and since 
more people will be old longer, they will 
require more care for chronic disease. These 
and other factors, the author observes, will 
cause a shift in the character of medical 
services required, although they will not 
necessarily create a need for more physicans. 


BOUT IN 1940, three changes began affecting 
A the population of the United States and of 
Texas especially. The first of these was the reversal 
of a longtime trend of decreasing birth rates, which 
resulted in a bumper crop of junior citizens. Effects 
of this sudden rise in births have touched all aspects 
of our civilization, including health problems. Many 
babies require. many obstetricians and pediatricians. 
They mean that a larger proportion of the popula- 
tion will be subjected to acute diseases. They will not, 
however, contribute to the chronic disease load for 
many years. 

Simultaneously with the increase of births, there 
has been progressive and accelerated decline in death 
rates at all ages. Infant mortality rates have been 
decreasing for a long time and mortality rates in 
the age brackets immediately following infancy have 
dropped relatively even more. Remarkable about the 
recent decline is that it involves mortality rates in 
the upper age brackets, which long were considered 
to be stationary. In the past 20 years there has been 
a 20 per cent decrease in the mortality rate of per- 
sons over age 60. The effect of this is that not only 
do the lower death rates of younger persons allow 
more individuals to grow older, but more of them 
linger in this period longer than ever before. 
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The third factor is the increasing discrepancy be- 
tween the mortality rates of the sexes. Long gone 
is the “hump” at the childbearing ages on female 
mortality charts. Female death rates lie consistently 
far below male death rates at all age periods. From 
teenage to the sixties, females die at slightly less 
than half the rate of males. The combined effect of 
increased birth rates and lower old-age mortality 
rates is a concentration of problems at the two ends 
of the age scale and a reduction, proportionately, in 
the middle. 

Two aspects of the changing population will be 
considered. First, changes in Texas population dis- 
tribution between the censuses of 1940 and 1960 
will be discussed and; second, a forecast will be made 
with regard to the distant future. The white portion 
of the population is used as a basis since data are 
more reliable. Population figures are taken from the 
U. S. Bureau of the Census; birth and death data 
from the National Office of Vital Statistics. Figures 
were obtained from the National Health Survey for 
estimation of disease-loads and service-loads for pop- 
ulations of different age compositions. 


Life Tables 


Life tables are the most accurate means for pre- 
dicting population trends. Table I and Fig. 1 pre- 
sent two sets of changes. Table I indicates observa- 
tions on the shift of age distribution between 1940 
and 1960. Fig. 1 projects additional changes which 
might be expected if the white population became 
stationary at present rates of death. For example, the 
proportion of the population between ages 0 and 5 
has increased by 28 per cent in the past 20 years, 
a reflection of the baby boom. In a stationary popu- 
lation, this proportion would decrease by 27 per cent 
below its 1940 value. Between ages 15 and 45 the 
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existing proportion has decreased in the last 20 years 
and after age 45 it has increased. The drop and the 
increase would be emphasized in a stationary popu- 
lation. 

The 1960 population, then, has a trough in the 
middle age range and peaks at both ends. This 
trough covers the most productive and fertile ages, 
and leaves an excess of the consumer public: infants, 
school-age children, and retired and aged individ- 
uals. In a few years those in the younger peak will 
have moved into the productive span and will de- 
mand jobs, whereas they now get education. These 
are social problems rather than medical, but the 
physican has his own interests in the development. 
As the younger group ages, part of its productivity 
will be in terms of babies. The baby boom which 
has continued despite the relative deficiency of fer- 
tile population may be small compared to the future, 
if the present rate of individual fertility continues. 

One use of the life table is to estimate an “in- 
trinsic reproduction rate” of the population; that is, 
to judge how well the existing population is tending 
to reproduce itself, without regard to migration. On 
the basis of the 1940 tables, there were about 1 per 


TABLE 1.—Texas White Population Proportions in Age 
Groups and Per Cent Change. 


——% in Group——~ -—% Change— 


Age 1940 1960 1958 1940- 1940 to 
Groups Census Census Life Table 1960 Life Table 


0-4 9.4 12.0 6.9 +28 —27 

5-14 19.6 20.2 13.7 +3 —31 
15-24 19.2 14.5 13.5 —24 —30 
25-34 17.0 13.9 13.4 —18 —22 
35-44 13.8 13.0 13.1 ao) —5 
45-54 9.9 10.8 12.5 +9 +26 
55-64 6.5 7.9 11.2 +21 +72 
65-74 3.6 5.0 8.9 +40 +146 
735+ 1.4 Ay 6.8 +93 +415 
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cent more children than would be necessary to pro- 
vide enough adults to have enough children to... . 
and so forth. By 1950 the excess had risen to 45 
per cent and in 1958 it was 69 per cent. The popula- 
tion could be doubled in a single generation, if the 
present fertility rate continues. High birth rates tend 
to compound themselves. 

The decrease in mortality rates in the last 20 years 
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TABLE 2.—Texas White Population Mortality by Age in 1940 and 1958. 


Age c———— Mortality Per 1,000 ——— 
1958 Female 


Groups 1940 Total 1958 Male 


0 65.9* 29.8* 
1-4 ak ewe 
5-14 1.2 0.7 
15-24 23 1.6 
25-34 3.1 1.9 
35-44 4.5 3.4 
45-54 8.6 1h 
55-64 18.9 20.4 
65-74 42.5 44.4 
75-84 103.0 95.4 
85+ 258.3 206.8 


*Infant Mortality Rates. 


is illustrated in Table 2 and Fig. 2. The relative de- 
crease is approximately one-half in the earliest years, 
then it diminishes until about age 60, after which 
the rates again show a larger decline. Death rates 
after age 60 are large; thus, a decrease of 20 per 
cent implies that many lives are saved even in the 
smaller population groups at these ages. This insures 
more areas for application of geriatrics knowledge. 


Mortality Rates of Sexes 


There is also a great difference in decreased mor- 
tality rates between the sexes. In terms of the total 
white mortality rate of 1940, death rates for both 
boys and girls have decreased by one-half. After the 
age of five, there is a sharp and increasing diver- 
gence. Female rates have decreased slightly at all 
ages, whereas male rates in the middle-age category 
are about the same or higher than the 1940 total 
rates. They have declined slightly from 1940 male 
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-—% Change Based on 1940 Total—\ 
1958 Total 1958 Male 1958 Female 


24.8* —58 —56 —62 
gS —77 —76 —79 
0.4 —53 —40 —67 
0.6 —52 —32 —73 
1.0 —53 —38 —68 
1.8 —i2 —25 —60 
4.0 —12 +29 —54 
8.7 —24 +8 —54 

24.1 —21 +4 —43 

78.8 —16 —7 —23 


174.4 —27 . —20 —32 








rates. After age 70 the decrease is similar for both 
sexes and, compared with the recent past, there is 
definite saving of lives. 


This decrease in old age mortality rates is striking 
and unforeseen. It emphasizes the importance of old 
age care and of the role of the geriatrician. The de- 
crease seems to have started about 1940. Before this 
there was no sign that, once having reached advanced 
age, people lived any longer than their grandparents 
had in similar situations. Insuring continuity of ex- 
istence, however, is not necessarily synonymous with 
health and happiness. Increase of the population load 
at this end of the age scale causes acute and growing 
problems of rehabilitation, and requires research into 
methods for provision of care for patients with long- 
term chronic disease without disruption of the econ- 
omy. 


In 1940, a white baby born in Texas had an aver- 
age life expectation of 62.7 years. In 10 years this 
rose to 68.9, adding six years to life expectancy; in 


Fig. 2. Relative change 
of 1958 specific mortal- 
ity rates, based on 1940 
total census (Data of Ta- 
ble 2). 

a. Male rates (upper 
line). 

b. Total rates (middle 
line). 

ce. Female rates (lower 
line). 
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1958 it had increased to 70.6, two more years. The 
boy baby born in 1958 would live 67 years on the 
average; his twin sister, 74.6, or seven and one-half 
years longer. These figures do not differ significantly 
from corresponding figures for the entire United 
States. Texas males may be slightly worse off and 
females slightly better. These sex differences in ex- 
pected life are the cumulative effect of the differences 
in mortality rates previously examined in this article. 
They affect the living population. Of 1,000 boys 
born in 1958, 652 would live to age 65, whereas 823 
of 1,000 girls would reach age 65. In addition, 147 
boys and 281 girls would live to age 85, a ratio of 
about two to one. In the “life table” (or stationary) 
population under 1958 mortality rates, 61 per cent 
of the population over 65 is female, and 69 per cent 
of the population over 85 is female. 

Some implications of this are clear. An unprece- 
dented number of people have the chance to live to 
old age and to remain old longer. Merely being old 
will confer less and less distinction upon a person. 
Lower mortality rates in earlier life indicate less dis- 
ease among younger individuals, which in turn 
should decrease the incidence of chronic disease. 
Some invalidism is inevitable with advancing age, 
however, and the total load of chronic disease in the 
population will tend to increase as does its older 
component. It may be interesting to speculate on the 
effects that will be produced by the shifting of ages. 


Shift of Medical Load 


For this purpose, Table 3 and Fig. 3 present a 
series of estimates of medical loads on the basis of 
the ages of the 1940 and the 1960 white populations 
of Texas. The estimates were made by applying the 
findings of the National Health Survey to the ap- 
propriate age groups, which indicates changes that 
have already occurred in these 20 years. In addition, 
there is an estimate based on the 1958 life table. 
Rates used were based on a sample from the entire 
country; they may or may not apply exactly to Texas, 
but the object is to estimate past and future changes. 

The graph of Fig. 3 represents percentage of 
change in various medical factors in the past and in 
the future. Some shifts are large; some are surpris- 
ingly small. Estimates are based on relative change, 
not change in absolute number, which is enormous. 
Total problems increase with the number of people. 
This increase was 24.5 per cent of the white popu- 
lation in the last decade, or higher than figures in 
India during the same period. The figures, on a 
per capita basis, are taken from sample surveys made 
in the late 1950's; the changes are related only to 
age shifts and do not take into account any number 
of other factors which could, and presumably will, 
enter into play. 
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Between 1940 and 1960, physicians’ visits have 
increased by only 2 per cent as a consequence of age 
changes, and probably only another 4 per cent will 
be added in the future. Visits to dentists have de- 
creased by 6 per cent, and may decrease slightly in 
the future. Presumably, older persons have fewer 
teeth to work on. No significant increase is expected 
in physicians’ services. Character of diseases treated 
will naturally change, sometimes greatly. 


Acute Conditions Decreased 


Acute conditions occurring annually per person 
will show a slight decrease. These include mainly 
problems of younger people, and eventually there 
will be relatively fewer of these. Days of restricted 
activity caused by acute illness will increase slightly. 
Older patients with acute conditions will be disabled 
longer. 

Change in chronic diseases will vary with severity. 
Those which involve no limitation of activity have 
shown no increase and are expected to show little 
in the future. This again reflects the fact that milder 
chronic disease is restricted relatively to youth. 
Chronic disease involving partial limitation has in- 
creased by 12 per cent in 20 years and may be ex- 
pected to rise to 43 per cent over the 1940 levels. 
With disease causing major disability, the picture is 
different. There already has been a 32 per cent rise 
in this type of disease, and it may be expected to 
show an eventual increase of 130 per cent over 1940 
figures. This points a critical problem: a notable 
proportion of the population beginning to crowd 
the upper age brackets will be partially or totally 
incapacitated by crippling disease. 

Attempts can be made to forecast the future with 
regard to two specific diseases, as examples of this 
change. In the last 20 years the incidences of diabetes 
and arthritis have increased by 20 per cent. In the 
distant future they may be expected to rise 80 per 
cent in relative prevalence above 1940 figures. Lately, 
diabetes has become more generally a disease of 
older age, since present treatment extends life by 
many years. This treatment has increased the load 
of disability in older age groups because survival in 


Dr. Hugo Muench, professor of 
biostatistics at Harvard University 
School of Public Health, Boston, 
presented this paper April 24 be- 
fore the Conference of City and 
County Health Officers meeting in 
Galveston. 





the diabetic has not necessarily meant freedom from 
blindness and other handicaps which impose severe 
restrictions on normal living. Arthritis, of course, is 
one of the presently inevitable accompaniments of 
advancing age. More than one-fourth of the popula- 
tion suffers from it after age 65, and it forms a 
large and increasing load on any aging population. 
Because of a number of factors, days of restricted 
activity per person have arisen only 6 per cent in 
20 years, with a total increase of 23 per cent in 
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Fig. 3. Relative change in medical care loads, based 
on 1940 census population (Data of Table 3). 

a. To 1960 census population (shaded bar.) 

b. To 1958 life table population (entire bar: 
shaded + clear). 
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view. Days of bed confinement have increased only 
5 per cent, and are headed for a 17 per cent increase. 
Much of the total is attributable to acute illness, 
which decreases as populations age. 

Admissions to hospital show little change: 1 per 
cent increase has occurred so far and a 7 per cent 
increase is forecast. This includes admissions for 
all causes, including acute disease and pregnancy. 
Duration of stay is something else. It has gone up 
by only 5 per cent so far but has a ceiling of 26 
per cent, which reflects the greater proportion of 


admissions for chronic disease in the older popula- 
tion. 


Character of Change 


The picture obtained, then, is one of a shift in 
the character of medical problems and not necessarily 
an increased load of factors other than the increase 
in medical care which occurs with the growth of 
total population. 

Some factors seem little affected. The small in- 
crease expected in physicians’ visits makes it doubt- 
ful whether the ratio of physicians in the population 
will require change. The character of their services 
will alter considerably. The baby boom, which may 
accelerate when present youth reach parenthood, will 
demand a larger share of prenatal, obstetrical, pedi- 
atric, and preventive care. The load of acute disease 
in this portion of the population will also be larger, 
but will be balanced by the increased amount of 
chronic disease in older persons. Eventually, the rate 
of population increase will have to slow down; there 
are limits to the confines even of Texas. When this 
happens, the character of the population will come 
closer to that of the stationary type in the life table. 
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This emphasizes two problems which have already 
become grave and which will continually grow in 
importance. First, adequate facilities must be estab- 
lished for patients with chronic diseases who do not 
require the same type of intensive hospital care as 
do those with acute conditions, and second, expanded 
research into methods of rehabilitation is necessary to 
make the chronic disease sufferer less of a burden to 
himself, to the medical and allied professions, and 
to the community as a whole. 


The health professions of Texas have reduced the 


load of sickness and death. The natural result has 
been the creation of a large group of older individ- 
uals who, under best conditions, contribute a large 
share of illness and who must eventually die. Post- 
poning death does not eliminate it. 

The main effort must be directed toward helping 
older individuals employ all possible opportunities 
of real living, and toward prevention of too many 
ill effects on the population and the economy as a 
whole. 


® Dr. Muench, 55 Shattuck Street, Boston 15. 


Treatment of Rheumatoid Arthritis and Gout 


During the past 25 years, marked advances have been made in the diagnosis 
and treatment of rheumatoid arthritis and gout. 


The diagnosis of rheumatoid arthritis usually can be made very easily if the 
hands or elbows are involved. Laboratory data may be helpful but up to the 
present time is not diagnostic. 


The treatment consists of a broad program of management which is outlined 
in detail to a responsible member of the family as well as to the patient. Treat- 
ment consists of a period of complete bed rest, salicylates, physical therapy, non- 
weight bearing exercises, gold salt therapy and steroids, orally or intra-articularly 
when indicated. Sincere interest on the part of the physician as well as enthusiastic 
cooperation by the patient is a definite adjunct to therapy. 


Gout can be diagnosed just about 100 per cent of the time with knowledge 


of history alone. The presence of tophi and an elevated serum uric acid confirm 
this diagnosis. 


Treatment for the acute attack consists of colchicine, butazolidin, ACTH and 
the adrenal cortical steroids—each to be used in its specific manner. 


Following the acute attack the use of probenecid (Benemid), zoxazolamine 
(Flexin), sulfinpryazone (Anturan) and colchicine help to prevent recurrences, 
as well as tophus formation. 


—L. Maxwell Lockie, M.D., Buffalo, N. Y. 
Presented before the Texas Academy of General Practice. 
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White House Conference on Aging 


Ernest W. Keil, M.D. 


The First White House Conference on Aging was 
held in Washington, D. C., from January 9-13, 
1961. Representative John E. Fogarty from Rhode 
Island had introduced the bill in Congress which 
authorized the President of the United States to 
call the Conference. This bill, signed into Public 
Law by Eisenhower on September 2, 1958, specified 
that the Conference should be under the direction 
of the Secretary of Health, Education, and Welfare 
and that he should be the coordinator of activity as 
it concerned other federal departments. Provisions 
were included to help defray expenses incurred by 
representatives of the various states which cooperated 
in the Conference; and to this end, money was au- 
thorized and appropriated. Sums of from $5,000 to 
$15,000 were made available to the states and were 
used to gather and evaluate information at the local 
and state levels, upon which the states’ recommenda- 
tions to Washington were based. 

The law was written in the anticipation that be- 
tween 2,500 and 3,000 delegates would participate in 
the Conference. The following objectives were set: 

. .. that the Federal Government shall work jointly 
with the states and their citizens to develop recom- 
mendations and plans for action which will serve 
the purpose of: 

1. Assuring the middle-aged and older person 
equal opportunity with others to engage in gainful 
employment which they are capable of performing 
and thereby gaining for our economy the benefits of 
mg skills, experience, and productive capacities; 
and, 

2. Enabling retired persons to enjoy income suf- 
ficient for health and for participation in family and 
community life as self-respecting citizens; and, 


3. Providing housing suited to the needs of older 
persons at prices they can afford to pay; and, 

4. Assisting middle-aged and older persons to 
make preparations, develop skills, and interests, and 
find social contacts which will make the gift of added 
years of life a peniod of reward and satisfaction and 
to avoid unnecessary social costs of premature deteri- 
oration and disability; and, 

5. Stepping up research designed to relieve old 
age of its burden of sickness, mental breakdown and 
social ostracism. 

The law also stipulated that only 20 per cent of 
the delegates to the White House Conference should 
be professional workers in the field of aging. The 
intent of the law was for this conference to be a 
true citizen’s forum and, thus, to present a “grass 
roots” picture of the total problem confronting the 
aged and aging citizens. 

In preparation for the Conference, a National 
Leadership Institute was held at the University of 
Michigan from June 24-26, 1959. At this Institute, 
representatives from the states, territories, voluntary 
organizations, professional groups, and interested 
citizens met with representatives from the Depart- 
ment of Health, Education, and Welfare and other 
federal agencies to formulate plans and discuss meth- 
ods for developing a meaningful Conference. 


The Texas Conference 
In Texas, Governor Daniel appointed a steering 
committee in the Summer of 1959. Senator Craw- 


ford Martin was named chairman of the committee, 
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The author gives his first-hand impressions of the recent White 
House Conference on Aging. Assigned to the Section on Income 
Maintenance, he soon found that medically oriented delegates in 
this section were outnumbered by delegates representing labor 
and social welfare organizations. He believes that recommendations 
made on a state level after the Governor's White House Conference 
on Aging in Austin on September 7 and 8, 1960, were more valid 
as a basis for action than those drafted at the national meeting 


in Washington. 


and Mrs. Francis Allen was the executive secretary. 
In addition to a nine-member steering committee, 
the Governor appointed an advisory committee of 
about 115 members. The function of the latter com- 
mittee was to develop state-level information on 
problems of the aging and aged. To obtain more 
local or “grass roots” information and reports, the 
Governor also appointed county chairmen who, in 
turn, formed county committees. In this manner 
local citizens in each area gathered information 
upon which the county chairman based his recom- 
mendations to the state conference. 

The Governor's White House Conference on Ag- 
ing was held in Austin September 7 and 8, 1960. 
More than 700 delegates assembled at the State 
Capitol. In subdivisions, subsections, and work- 
groups, they assessed the data submitted by the ad- 
visory Committee and the local county committees. 
On the basis of reports developed by the subdivisions 
and workgroups, Texas’ recommendations were sub- 
mitted to the National Advisory Committee for the 
White House Conference. Later, after participating 
in the Washington Conference, I was convinced that 
the state-level recommendations were more accurate 
and more valid as a basis for action in the field of 
aging than were those drafted in Washington. 


The Washington Conference 

The White House Conference was decidedly dif- 
ferent from the Governor's Conference. My first im- 
pression was that the whole delegation was made 
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up of professional workers in the field of aging. In 
my opinion, the persons in charge of organizing the 
meeting—members of the national advisory commit- 
tee, including the coordinating committee—largely 
determined the assignments of delegates. Because 


the former committee was headed and guided by such 
liberals as Mr. Arthur S. Fleming, Mr. Robert W. 
Kean, Miss Bertha S. Adkins, Dr. Wilbur Cohen, 
and Dr. Charles L. Schottland, it is understandable 
how work groups and sections could be “stacked”. 

Several days before the meeting opened, Dr. Co- 
hen, in a press interview, stated that he probably 
would not attend the Conference because it had been 
“rigged” by the medical interests. This was a clever 
political move because if the meeting had developed 
in a manner unfavorable to the socialistically directed 
groups, he could have declared in a higher pitch, “I 
told you so”. If it had been favorable to the interests 
of the liberals, his comments could have intimated 
that “in spite of the stacked” meeting, the majority 
chose in favor of the more liberal program. 

A look at the manner in which the Conference 
was organized is justified. More than 2,550 delegates 
attended. After an opening plenary session, the 
delegation was divided into 20 sections; each section 
was subdivided into work-groups of from 20 to 30 
delegates. Most sections had subject matter that was 
not particularly controversial, material which, in most 
cases lent itself to intelligent, reasonable, and profit- 
able interchange of considered opinions. Thus, in 
these sections the recommendations usually reflected 
broad agreement. The two sections in which most of 
the controversies arose were the Section on Income 
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CONFERENCE ON AGING — Keil — continued 


Maintenance and the Section on Health and Medical 
Care. The former section was headed by Dr. Schowt- 
land, one-time Commissioner of Social Security. Dr. 
Leonard Larson, who was then President Elect of the 
American Medical Association, was in charge of the 
latter section. 


Most of the doctors who were delegates asked to 
be assigned to the Section on Health and Medical 
Care. In it there was a clear majority of medically 
oriented personnel: 211 health service delegates of 
a total of 358 delegates. A problem was created, how- 
ever, by provisions of the rules laid down by the 
Advisory Committee. This Section should be con- 
cerned only with health and medical services, but 
could not make recommendations on how these 
services should be financed. 


The Section on Income Maintenance was the one 
to which I was assigned; therefore, most of this re- 
port is about that Section. The medically oriented 
delegates in this division soon realized how outnum- 
bered they were by delegates representing labor and 
social welfare organizations—the  social-security 
minded. Of the total delegation of 269 in the Section, 
only 37 were medically oriented; 77 were representa- 
tives of social welfare and labor. The remainder of 
the delegates represented commercial insurance in- 
terests, manufacturing interests, the farm bureau, 
religious groups, and the teaching and legal profes- 
sions. 

At this juncrure Dr. Larson made the statement, “If 
we stacked it, we did a mighty poor job of it.” 

Probably typical of most of the work groups was 
the one to which I was assigned—I-5. The chairman 
was Raymond W. Houston, Commissioner of Social 
Welfare, New York State. Vernon R. Burt, Chairman, 
Governor's Commission on Aging, State of Ohio, was 
discussion leader. Recorder was M. S. Roberson, re- 
tired professor from the College of Education, Louisi- 
ana State University. Resource personnel were Kath- 
erine Ellickson from the AFL-CIO and James C. Calli- 
son from the Social Security Department. 


Of 34 persons assigned to be in charge of the seven 
work groups, 25 represented labor or some interest 
connected with labor or social welfare. In the group 









to which I was assigned, 16 delegates were aligned 
with socialistic groups, and 12 represented the oppo- 
site or private enterprise. As soon as the delibera- 
tions started, it was apparent that the whole time 
would be used in discussing methods for financing 
of medical care. It was further evident that those 
opposing the social security mechanism for paying 
medical care would have their ears pinned back. 
Dr. Ernest B. Howard, Assistant Executive Vice- 
president of the American Medical Association spear- 


‘headed the attack on the Social Security approach to 


finance medical care. 


Shall we have a Big Brother welfare state in which 
big government pays our medical bills for us or shall 
we continue as a nation in which individual enter- 
prise and responsibility are emphasized? Social Se- 
curity medical care is socialized medicine. Why? Be- 
cause the Federal Government administers the entire 
program. Because it establishes all the regulations 
under which the doctors and hospitals must work, 
because it determines which hospitals and which doc- 
tors may provide that care; because it sets fees and 
prices for the services rendered; because it will then 
have access to the private affairs of hospitals, doctors 
and the recipient of services. 

Dr. Howard explained the programs that have 
been developed and that were being proposed, and 
he urged the group to consider endorsing the Kerr- 
Mills legislation, Public Law 86-778 (Social Security 
Amendments of 1960), before recommending a 
program of socialized medicine. The strongest and 
only pertinent argument against this law, he pointed 
out, was that it required a means test. 


A. B. Halverson, representing a large California 
insurance company, retorted, “What is so wrong with 
a means test? We all undergo a means test whenever 
we try to borrow money, buy on credit, or undertake 
any enterprise that requires added financing”. He 
quoted statistics showing an increase in the amount 
of care that is being provided by health insurance 
vendors, and concluded, “I'd hate to see us go down 
the road to Karl Marx.” 


The arguments continued, without persuading 
a single delegate one way or the other. The social 
welfare workers were vitriolic in their remarks. 
These were mainly directed at the American Medi- 
cal Association, with such statements as, “Organized 
medicine has always been against social progress” or, 
“The American Medical Association has in the past 
opposed health insurance”. 


The final vote was 12 against the social security 
approach for financing medical care and 16 in favor 
of it. Against were four physicians, four insurance 
executives, one farm bureau representative, one law- 
yer, one business man, and one Lutheran minister 
(Dr. Berkheimer from Pennsylvania). For the social 
security approach were six labor representatives or 
men associated with labor interests, eight persons 
with social and/or public welfare affiliations, one 
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retired professor, and one delegate who as nearly as 
I could determine was affiliated with a clinic. 

In the final vote of the Section on Income Mainte- 
nance 170 favored social security mechanisms and 99 
were opposed to them. The opponents of the Social 
Security mechanism were not beaten yet, however. 
In the Section on Health and Medical Care, the medi- 
cally oriented delegates had, as stated before, a ma- 
jority; therefore, they made a recommendation by 
a vote of 165 to 122 against social security financing. 
The fight took on a jurisdictional basis when Dr. 
Milton Davis of Dallas made an amendment from 
the floor at the meeting of a combination of Sections 
dealing with related topics. It stated, in essence, that 
the Kerr-Mills legislation was sufficient and that if 
all states would implement this type of program, a 
decent, adequate program for financing the health 
care of the needy aged could be established, obviat- 
ing the need for a compulsory social security pro- 
gram. 

Dr. Schotrland, chairman of the Section on Income 
Maintenance, said that the Section on Health and 
Medical Care could not make a recommendation on 
financing health care. Dr. Larson argued that since 
they were making recommendations on health care, 
it was pertinent to add a recommendation on how 
this care could best be financed. Dr. Schottland, re- 
sorting to parliamentary procedure, asked for a juris- 
dictional ruling from Mr. Kean, the Conference 
Chairman, who ruled that Dr. Larson’s section was 


out of order and could not make the recommenda- 
tion. 
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The original Davis amendment was re-worded and 
entered in the record. It was so dulled, however, that 
it could not cut deeply when considered away from 
the immediate recommendations of the Section on 
Income Maintenance. The Section on Health and 
Medical Care was permitted to enter a statement in 
the official proceedings stating that the quality of 
the medical care would suffer under a social security 
mechanism of financing. 


At the last plenary sessions, a feeble attempt was 
made to get a vote on the subject from the whole 
delegation. There was so much bedlam, however, that 
Dr. Larson and other leaders of the opposition to 
social security services for the aged thought that 
nothing could be gained by further belaboring the 
question. 


Most of the delegates thought that the other sec- 
tion meetings had sound and worthwhile delibera- 
tions. For example, the Section on Local Community 
Organization expressed this viewpoint: Each person 
must take the responsibility of developing and using 
his own capacities for growth and service. In addi- 
tion, a good community must build those resources 
which enable older people to remain independent as 
long as possible. The needs of the aged should be 
viewed within the content of the needs of the total 
society, and community planning for the aging must 
be related to, and compatible with, planning for 
other segments of the population. 





CONFERENCE ON AGING — Keil — continued 


The Section on Housing prefaced its reoommenda- 
tions by the statement: Solving the problem calls for 
an integrated attack by private industry; philan- 
thropic organizations; and government at the local, 
state, and federal levels. 


The Senior Citizen’s Charter, drafted by the Sec- 
tion on Population Trends, probably gives the best 
expression of the worthwhile theme of the Confer- 
ence. 


Conclusion 


My impression of the meeting was similar to that 
of Dr. May Owen. She recently wrote me, “Frankly, 
I was not impressed, and this has posed quite a 
problem when I was asked to speak on the subject.” 


I did, however, have the feeling that too many 
delegates represented central government, such as 


social security and official welfare organizations, and 
strongly vested interests, whereas there was a dearth 
of representation from agrarian and local groups. It 
was also my impression that all the materials avail- 
able for study at the Conference emphasized the 
theme of a need for strong centralized help and 
control. 


Abraham Lincoln believed that, “You cannot bring 
about prosperity by discouraging thrift. You cannot 
strengthen the weak by weakening the strong. You 
cannot help the wage earner by pullling down the 
wage payer. You canhot help the poor by discourag- 
ing the rich. You cannot establish sound security on 
borrowed money. You cannot keep out of trouble by 
spending more than you earn. You cannot build 
character and courage by taking away man’s initiative 
and independence. You cannot help men perma- 
nently by doing for them what they could and should 
do for themselves.” 


» Dr. Keil, 107 E. King, Temple. 


Death of Villain Doesn’t Cure Community IIIs 


The indiscriminate use of drugs without study of the physical and social environ- 
ment in a community has been likened to a gun-slinging cowboy hero in a wild West 
story. 


R. Dubos, writing in “Miracle of Health,” published by Doubleday & Co., declares: 
“The belief that disease can be conquered through the use of drugs fails to take into 
account the difficulties arising from the ecological complexity of human problems. It 
is an attitude comparable to the naive cowboy philosophy that permeates the wild West 
thriller. In the crime-ridden frontier town the hero, singlehanded, blasts out the 
desperadoes who were running rampant through the settlement. The story ends on a 
happy note because it appears that peace has been restored. But in reality the death 
of the villains does not solve the fundamental problem, for the rotten social conditions 
which had opened the town to the desperadoes will soon allow others to come in, 
unless something is done to correct the primary source of trouble. The hero moves out 
of town without doing anything to solve this far more complex problem; in fact, he 
has no weapon to deal with it and is not even aware of its existence.” 
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Our Aging Population 


RUSSELL L. DETER, M.D. 


An elderly person has the same basic 
needs as when he was younger. Most of 
all, he wants to feel needed. Physicians 
have a real responsibility to help the aging 
population remain useful members of 
the community. 


HYSICIANS have been aware of problems of 

the aged and have been attempting to solve them 
for years. To some extent, doctors have produced 
these problems. As Dr. Charles Mayo said, “This bus- 
iness of being sick is very simple; you get sick five 
times and get well four times.” While medical prac- 
titioners have found additional ways of getting more 
people well a greater number of times, they have 


increased longevity and have increased the number 
of senior citizens. 


It is impossible to isolate the health of the aged 
from all of the extrinsic factors that might influence 
that health. The individual does not become someone 
else as he grows older. People do not develop dras- 
tically different personalities overnight at retirement; 
a juvenile delinquent becomes a senile delinquent. 
An elderly person has the same basic needs at 70, as 
when he was younger. The aged do not become 
either self sufficient or dependent, responsive or 
withdrawn, hopeful or hopeless through some sudden 
transformation. The dominant characteristics were 
there earlier; they merely become more pronounced 
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in later years. These are indeed painful and sensitive 
years when an elderly patient is pushed suddenly into 
forced retirement. There is nothing like boredom or 
inactivity to promote senility. 

Because too large a segment of the aged popula- 
tion is not prepared for retirement, physicians must 
develop a plan to fit each individual into the com- 
munity. Such a plan should utilize all elderly indi- 
viduals to the maximum of their potentialities. They 
must feel needed and wanted. 

To accomplish these goals, several facts should be 
considered. Aged persons have varying degrees of 
good or bad health, financial solvency, and the de- 
sire to keep trying. Several things are fairly constant, 
however. The wants of elderly persons are few and 
usually within their means. They may have had years 
of training and experience. In fact, many are experts 
in their particular specialties. Most of them have 
solved the problems of sociologic adjustment in their 
environments, and most are philosophic about the 
seeming catastrophies of the younger generations. All 
of them are proud and confident of their ability to 
care for themselves and their loved ones, if they have 
a fair chance. Nevertheless, the financially inde- 
pendent are in as much need of being wanted as are 
the indigent. Young men and women and those of 
middle-age should be educated as to the problems of 
the aging so that they may view them intelligently 
and aid in their solution. They should, furthermore, 
prepare themselves for their own eventual retirement. 

Physicians should continue to care for the aged— 
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as well as for patients of all ages—to the best of 
their medical knowledge and regardless of the pa- 
tient’s ability to pay. The problem of medical care 
of the aged should be viewed realistically. It is not 
correct to say that all aged patients are in need of 
help or that none are. 

Problems in individual communities can be solved 
if each county medical society gives strong backing 
to the local council on aging. If the community does 
not have such a council, physicians should help to 
organize one. The Texas Medical Association's Com- 
mittee on Aging can assist in this endeavor. 

Each council on aging should take advantage of 
existing resources in the community, avoiding dupli- 
cation of activities already available. Fifty per cent 
of its members should be men and women 65 years 
of age and older, and its medical director should be 
a member of the county medical society's committee 
on aging. 

The council should serve as a clearing house for 
problems of aging, and one of its main purposes 
should be to help older persons help themselves. 
Retired senior citizens should serve to a maximal de- 
gree in the council’s operation and in its projects. 


Physicians, as well as other individuals, should pre- 
pare for their senior years. As they grow older, they 
should have enough extracurricular activities to keep 
them busy and interested. Some of these activities 
should be of such nature that they can be continued 
after retirement. Physicians should practice the pre- 
vention of senility. They should do something con- 
structive in their communities above and beyond the 
practice of medicine. 

As titular heads of their families, doctors have an 
added responsibility. They should rear their children 
to: 


Honor thy father’and thy mother: that thy days may 
be long upon the land which the Lord thy God giv- 
eth thee. 


and be the kind of parents their children can honor. 

This, the Fifth Commandment, must be revived 
in the hearts and minds of all Texans. It will do 
more toward solving the problems of the aged than 
everything else that has been suggested combined. 
The example set by the doctor and his family will 
greatly influence his neighbors and friends, his office 
associates, his acquaintances in civic and social clubs. 
He should not be like the man who said, “This is 
one of those problems I am content to leave with my 
elders until I am old enough to turn it over to my 
children.” 

The reason history so often repeats itself is that 
“no one was listening the first time.” The young 
and the middle aged should not approach their 
golden years unprepared. They should spend the 
same amount of effort and time preparing for retire- 
ment as they did as children in preparing to assume 
the responsibilities of adult members of society. 


» Dr. Deter, 1501 Arizona Street, El Paso. 


Longer Life Equals— More Time to Work! 


Since 1900 the life expectancy of the average male baby born in 
this country has increased by 18.5 years. The effect of this remarkable 
increase, according to Health Information Foundation, is to add 11.2 
years to the American male’s working lifetime and 7.3 to his de- 


pendent and retirement years. 


—Health Information Foundation. 
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Alfred E. Leiser, M.D. 


This discussion relates physiologic aspects of glandular function to 
the aging process. Though several glands show significant alteration in 
aging, strikng constancy of function remains in most instances. Signs 
and symptoms of endocrine disease in the aged may be obscured by 
senescent tissue changes. Treatment is much the same as in younger 
patients, but demands careful surveillance to avoid complications. 


ECAUSE almost all physiologic aspects of organ 
function and growth are either initiated or 
controlled by the endocrine glands, and because the 
glands of internal secretion are variously altered by 
the passage of time, the secretory activity of the 
endocrine system during the involutionary years must 
be thoroughly understood if endocrine problems of 
the aged are to be evaluated. 

That the pituitary gland maintains function into 
old age is supported by the data of Pincus’? and 
Albert! showing that gonadotrophic hormone and 
ACTH production remain adequate. A peak concen- 
tration of gonadotrophins in the urine develops some- 
where between ages 50 and 70. In women, an im- 
mediate sharp rise occurs after menopause, but is 
not maintained throughout involutionary life. In 
men a gradual increase is noted. During the eighth 
and ninth decades there is a significant drop in 
gonadotrophic hormone secretory activity to new 
base line levels, which are approximately half those 
of the immediate postmenopausal era. It is signifi- 
cant, however, that even in the 80 year age group a 
measurable gonadotrophin production exists despite 
the admitted inadequacies of present bio-assay tech- 
niques. 

The thyroid gland, too, appears to maintain sig- 
nificant function in the aged. Early studies noted that 
oxygen consumption in persons above the age of 77 
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was only 12 per cent below the average of men 
between the ages of 20 and 25.8 Likewise, the blood 
iodine remains at almost identical levels as seen in 
younger persons;*1* the thyroid uptake of I?*1 de- 
creases only slightly and the response of the thyroid 
gland to thyroid-stimulating hormone does not show 
a significant age decrement.” 

Further evidence from animal experimentation 
suggests that the slight reduction in thyroid secre- 
tion of older animals is a homeostatic adjustment to 
diminished requirements of target tissue.® Likewise, 
other studies indicate that a true protoplasm loss in 
aged persons probably accounts for the decrement in 
basal metabolism.’® 

Ovarian function, though manifesting extreme in- 
dividual variation, shows the most dramatic change 
of the endocrine system, with a major involutional 
change during the menopause. This, however, does 
not represent an end point of ovarian steroid pro- 
duction even though clinically effective sex steroid 
output regresses. There is no question that some 
Ovarian secretory activity is maintained into the 
60-and-over age group.®: ®: 12 

The testes do not show a sudden decrease in 
hormone output, such as occurs during the female 
involutional period. Neither does the gonadotrophin 
excretion suddenly accelerate in the male. Neverthe- 
less, there is a gradual and progressive diminution of 
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testicular function in the aged and a subsequent 
reduction in ketosteroid output. Though no definite 
equivalent of the menopause exists for the male, a 
few patients manifest symptoms of vasomotor in- 
stability, suggesting that a climacteric syndrome may 
exist. Production of spermatozoa, though somewhat 
diminished, is adequately maintained. 


Pincus'! indicates that with advancing age the 
production of 17-ketosteroid precursors is signifi- 
cantly lowered, whereas the production of the pre- 
cursors of 17-hydroxycorticosteroids is much less im- 
paired, and that the basal output of urinary cortico- 
steroids shows no mean change. His work also sug- 
gests that the adrenocortical responsiveness to ACTH 
is well maintained in older people but that certain 
stress-responsive steroidogenic mechanisms are im- 
paired. Samuels't augmented these data with plasma 
steroid studies showing that the levels of 17-hydroxy- 
corticosteroids are uniformly constant from youth to 
old age. However, with aging there is a reduced turn- 
over of the corticoids. Though production from the 
adrenal gland is impaired somewhat, there is also 
diminished hormone concentration in the tissues and 
a slower metabolism of corticoids. 


Reifenstein!* and others* postulated that a major 
relationship exists between the changes in steroid 
hormone production and tissue atrophy and osteo- 
porosis. Because cortisone and related steroids ad- 
versely affect protein metabolism characterized by 
protein depletion, and because Cushing’s syndrome 
or hypercorticism is associated with thinning of the 
skin, reduced muscle mass and power, and osteo- 
porosis, these steroids have been referred to as the 
anti-anabolic steroids. Estrogens and androgens, which 
have opposite manifestations, are referred to as the 
anabolic steroids. Since there is a decline in andro- 
gen and estrogen secretion in the aged and since the 
production of hydrocortisone remains constant, there 
is established a relative excess of the anti-anabolic 
steroid. It seems reasonable to relate this to the 
general reduction of muscle mass, muscle power, and 
susceptibility to fractures characteristic of aged per- 
sons, and to suggest that steroid replacement therapy 
might be indicated in certain elderly patients. 


The pancreatic islet cell function has been esti- 
mated to manifest a 15 to 20 per cent reduction in 
secretory activity in the aged as compared with the 
30 to 40 year age group.’ Recent studies with the 
cortisone-glucose tolerance test® point out that posi- 
tive responses to this test are more frequent in older 
than in younger subjects; this suggests diminished 
reserve capacity of the islet cells. Diabetes, too, in- 
creases with age, but it is almost always of the milder 
stable variety. 
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The blood calcium level maintains remarkably 
constant throughout life and it is apparent that 
parathyroid function remains intact. 


Endocrine Abnormalities 


Whereas there is no distinct endocrine disturbance 
afflicting only the aged, any of the known endocrine 
syndromes observed in younger adults may occur in 
the elderly. Natural tissue changes in senescence, 
however, may obscure the clinical findings of the 
endocrine disorder and occasionally the clinical mani- 
festations may be atypical. 


Pituitary hyperfunction or acromegaly cannot be 
mistaken. Elderly persons with this disease have the 
same characteristic grotesque facies and proportions 
that are seen in younger patients with the condition. 
Onset of the disease in old age is unusual, indeed, 
and when acromegaly is seen in the aged, it has been 
present for a long period. The pituitary overactivity 
frequently is “burned out”, and symptoms of in- 
sufficiency may prevail. 


Hypopituitarism, however, poses a more difficult 
diagnostic problem. Pallor, dryness and thinning of 
skin, diminished body hair, muscle weakness and 
diminished sexual potency all may be considered the 
result of natural aging processes. In addition, one of 
the most sensitive indicators of decreased pituitary 
function in the female—cessation of menses—is of 
no historical value in women who have passed meno- 
pause, and hypopituitarism may not be considered. 
A careful history, however, may elicit amenorrhea at 
a relatively early age. If the diagnosis is suspected, 
gonadotrophic assays, thyroid, and adrenal functional 
tests serve as excellent laboratory aids to substantiate 
the diagnosis. Most recently the use of SU 4885, a 
compound which blocks cortisol hydroxylation be- 
yond compound §, has been helpful as a measure 
of pituitary reserve. 


Hypothyroidism may show many features sug- 
gesting senescent changes such as mental torpor, 
psychotic behavior, dryness of skin, periorbital edema, 
muscle weakness, and sluggishness. It occurs more 
frequently than is generally realized and usually can 
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be readily diagnosed by laboratory studies showing 
a low level of protein-bound serum iodine, thyroid 
uptake of I'*', high cholesterol content, and lack of 
response to thyroid-stimulating hormone. 

Hyperthyroidism in the aged is most likely to be 
attributable to a toxic nodular goiter, and frequently 
differs significantly from the condition as seen in 
younger people. Symptoms of nervousness, weight 
loss, weakness, heat intolerance, and palpitation, 
which are usually seen in the young, are masked in 
many cases because of the predominance of cardiac 
manifestations. The elderly patient may note no ner- 
vousness, but may have symptoms of heart failure. 
Dramatic relief of congestive failure and fibrillation 
has been experienced following control of hyperthy- 
roidism.* An elevated protein-bound serum iodine 
constitutes the most valuable laboratory determina- 
tion in establishing the diagnosis, for toxic nodular 
goiters are frequently associated with normal uptakes 
of radioiodine and the basal metabolic rate is often 
unreliable in the aged. 

The most common manifestation of hyperparathy- 
roidism is multiple urinary stones. Such a history, 
even if of long duration, demands intensive studies 
of calcium metabolism. Senile osteoporosis and bone 
disease associated with hyperparathyroidism may 
show identical radiographic appearance, and some 
confusion may exist as to correct diagnosis. Elevated 
calcium, depressed phosphorus, and high alkaline 
phosphatase levels, along with hypercalciuria, are 
characteristic of hyperparathyroidism; they never oc- 
cur in senile osteoporosis. 

Recognition of Cushing’s syndrome may also be 
confusing because the skin atrophy, ease of bruising, 
muscle loss and weakness, hypertension, osteoporosis, 
and even diabetes may accompany either hyper- 
adrenocorticism or natural aging. On occasions there 
is sufficient adrenal estrogen production to cause 
endometrial hyperplasia, a cornified vaginal epi- 
thelium and bleeding in a woman, or gynecomastia 
in a man. Such uterine bleeding recently was the 
initial clue in diagnosing a masked Cushing’s syn- 
drome in a 76 year old woman. Diagnosis can be 
readily established in most instances by plasma and 
urine steroid determinations and the responsiveness 
of the adrenals to ACTH stimulation and dexametha- 
sone (Decadron) suppression. The inability to sup- 
press corticoid secretion with dexamethasone prob- 
ably constitutes the most reliable test of Cushing's 
syndrome. 
















































Addison’s disease in aged persons most often mas- 
querades as a malignant condition and it is not un- 
usual to obtain a history of repeated gastrointestinal 
roentgenograms in search of carcinoma. This is read- 
ily understandable, for the usual symptoms of adrenal 
insufficiency—anorexia, abdominal distress, weakness, 
weight loss, and even pigmentation—are those often 
associated with malignant processes. In the aged pa- 
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‘the low levels of urinary steroids, especially the cor- 


tient, the skin changes, diminished sexual hair, and 
hypotension may be attributed to the changes associ- 
ated with senescence. 


The diagnosis of Addison’s disease is proved by 


ticoid; the low plasma corticoid; and the lack of 
adrenal responsiveness to ACTH. Several days’ stim- 
ulation with ACTH are required before the diagnosis 
is established to assure that one “awakens” the dor- 
mant adrenal gland associated with hypopituitarism 
or long term cortisone therapy. 

Treatment of endocrine disorders in the aged gen- 
erally is similar to treatment in younger people. 
Because of the possibility of underlying arterio- 
sclerotic heart disease, thyroid or cortisone replace- 
ment therapy must be initiated in small dosages with 
gradually increasing increments so that angina, con- 
gestive failure, or edema is not precipitated. Whereas 
older patients are generally very sensitive to initial 
replacement therapy, the eventual requirements are 
about the same as for younger persons. The sex 
steroids, too, may cause troublesome fluid retention 
if they are not carefully administered. Even small 
doses of estrogen or androgen may cause undesirable 
side effects. Tumors demand surgical removal gen- 
erally, and adrenal hyperplasia probably is best 
treated by total adrenalectomy. A patient with Cush- 
ing’s syndrome requires additional cortisone during 
the operative and immediate postoperative period. 
Therapeutic radioiodine constitutes the preferable 
treatment for thyrotoxicosis, especially if significant 
heart disability is present. In the author's experience, 
greater amounts of radioiodine are required for ther- 


apy of toxic nodular goiters than for toxic diffuse 
goiters. 


Summary 


Though some dramatic functional endocrine 
changes in aging may contribute to certain senescent 
tissue changes, most of the glandular system shows a 
surprising and striking constancy of function. 

No endocrine disease exists that is specific for 
old age but any of the known adult endocrine syn- 
dromes may occur in older patients. Clinical features 
in these syndromes may be partially masked because 
of various tissue changes that occur with aging. 

Treatment of endocrinopathies in the aged does 
not vary from treatment of the same conditions in 
younger persons, though underlying degenerative dis- 
ease may result in complications if careful surveil- 
lance of the therapy is not exercised. 
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So-Called Collagen Diseases 


Systemic lupus erythematosus is the most widely occurring of the so-called 
collagen diseases. The clinical picture is variable, joint manifestations are found 
in almost all cases, and in some a typical dermatitis is seen. Pathological specimens 
of the connective tissues and the kidney, as well as findings in the blood, help to 
confirm the diagnosis. 


Polyarteritis is diagnosed only after pathological study. Here, too, the symp- 
tomatology is variable. Usually it is insidious in onset with fever, weight loss, 
extreme fatigue, and unexplained hypertension. 


Dermatomyositis is diagnosed with a pathologist again giving the most help. 
Here, too, a muscle aching and tenderness, accompanied by fever and fatigue are 
common. The gastrointestinal tract frequently is involved. In some, calcium is 
deposited in many tissues. 


The least common is scleroderma. Here, too, the pathological picture is quite 
characteristic, and sometimes marked gastrointestinal involvement is present. Many 
patients will have prodromal arthralgias and evidence of Raymaud’s phenomenon. 
There are no laboratory tests of value in this type. 


—L. Maxwell Lockie, M.D., Buffalo, N. Y. 
Presented before the Texas Academy of General Practice. 
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HARRY K. DAVIS, M.D. 


The author emphasizes the need for determining etiologic fac- 
tors—single or multiple—in mental illness of elderly patients. 
Organic causes require appropriate medical treatment. Func- 
tional causes are best alleviated by supportive psychotherapy and 
by attempts to establish a constructive life role for the patient. 


HERE ARE 16,000,000 people in the United 

States older than 65. In 1958, more than 33 
per cent of patients admitted to private mental hos- 
pitals in this country were over 55 years of age.® 
Regardless of his type of medical practice, a physi- 
cian must be concerned with diseases affecting the 
mental state of the elderly. Arieti has considered 
these psychiatric problems in detail. 

The individual physician caring for the elderly 
patient should carefully examine his own attitude 
and motives. He should be able to approach an 
elderly patient with the same enthusiasm and zest 
as he would a younger person with a medical prob- 
lem. The attitude that geriatric patients are just 
getting old and that nothing can be done for them 
has prevailed for too many years. There is no cor- 
relation between chronologic age and cerebral func- 
tion. 

The purpose of this paper is to stimulate the 
physician to search carefully for etiologic agents in 
mental difficulties of aged patients as diligently as 
for acid-fast bacilli to establish the diagnosis of tu- 
berculosis. Many problems of mental health are first 
reported as symptoms of physical illness. Far too 
often the physician overlooks the exact cause and 
makes a diagnosis of degenerative changes of the 
central nervous system. Early recognition of the exact 
diagnosis will render many of the diseases of aging 
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amenable to therapy. 


Mental health problems of the aging can be briefly 
classified (Table 1). 


Mental illness existing before the onset of senes- 
cence is not discussed in this article. Disorders of 
thinking and behavior, periods of confusion, clouding 
of consciousness, disorientation, and multiple so- 
matic complaints should be investigated in view of 
the classification in Table 1. 

An investigation of symptoms of mental illness is 
never complete until a complete chronologic and de- 
scriptive history is obtained and physical and neuro- 
logic examinations and indicated laboratory examina- 
tions are done. Of utmost importance is a reliable 
informant to give the history. The time and type of 
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onset of the disorder and the exact change noted by 
the informant should be recorded. Frequently the 


informant can pinpoint symptomatology much more 
closely than the patient. 


Meticulous physical and neurologic examinations 
are essential to detect organic disease. When indi- 
cated, the following procedures should be com- 
pleted: routine laboratory tests; erythrocyte sedi- 
mentation rate; blood urea nitrogen content; fasting 
blood sugar level; serum bromide content; three tests 
for lupus erythematosus (LE. cells); Schwartz-Wat- 
son tests for porphyria; electroencephalograms; skull 
roentgenograms; and lumbar puncture to obtain 
manometric readings, cell counts, Wassermann reac- 
tion, and chemistry studies of the cerebrospinal fluid. 


Depressions 


During the past ten years, and especially since the 
discovery of the monoaminoxidase inhibitors in 1958, 
much attention has been directed toward depressions. 
In older patients reactive depressions are by far the 
most common type of mental illness. Busse* found 
depressions most common in persons of low socio- 
economic status, as well as in unemployed and un- 
entertained persons who had no life goals. 


Neurotic (Reactive) depressions are often an exag- 
geration of a grief reaction, and are common with 
such circumstances as the loss of a loved one, retire- 
ment, or protracted illness. Frequent complaints are 
fatigue, boredom, sadness, crying, restlessness, unhap- 
piness, loss of interest, insomnia, anorexia, worthless- 
ness, guilt, and indecisiveness. Simple reassurance, en- 
vironmental manipulation, supportive psychotherapy 
and the use of antidepressant drugs are of value. Re- 


sults are usually satisfactory unless the reality prob- 
lem is insoluble. 


Psychotic depressions are manifested by an exag- 
geration of the previously mentioned symptoms and 
by greater disturbance of mood, increasing insomnia 
(especially of the terminal type), greater alterations 
of motor activity, and an increased loss of interest. 
Suicidal ruminations and attempts and delusions are 
present in many cases. Reality is distorted consist- 
ently. If symptoms are severe, referral to a psychi- 
atrist is usually indicated. 


Monoaminoxidase inhibitors are of definite value. 
They include: Nardil, 15 mg. tablets, 1-3 daily up to 
6 tablets a day; Marplan, 10 mg. tablets 1-3 daily up 
to 6 tablets a day; Niamid, 25 mg. tablets 1-4 daily 
up to 8 tablets a day; and Parnate, 10 mg. tablets 
2-3 daily up to 6 daily. Other antidepressants may 
be used, such as Tofranil, 25 mg. tablets 1-3 daily 
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up to 8 tablets a day; and Librium, from 10 mg. to 
100 mg. daily. 


The drugs listed may be used singly or in combi- 
nation. Larger doses should be used only for hos- 
pitalized patients, for whom close observation and 
laboratory profiles including liver function tests are 
available. Treatment with antidepressant drugs pro- 
duces a therapeutic effect only after a period of time. 


The therapeutic response may not occur for from 
four to six weeks. 


Drug therapy may be used as a diagnostic trial 
when a definite diagnosis of depression cannot be 
made because of associated physical illness. Trial 
periods of drug therapy are justifiable when. depres- 


sion is not too severe and the patient seems to be 
improving. 


Psychologic Autonomic and Visceral Reactions 


Psychosomatic reactions are extremely common in 
the elderly. Somatic sensations occurring with normal 
body function are frequently increased, since the 
organs are fatigued and worn with age. When these 
sensations are perceived at a conscious level, they 
become exaggerated. Many more sensations reach 
consciousness when the patient is idle and not gain- 
fully occupied. These may indicate to the patient 
(1) early onset of a disease, (2) beginning of ter- 


minal illness, and (3) a means of getting attention 
and/or of manipulating his environment. These sen- 
sations, though normally present, may increase and 
thereby serve the patient in the development of 
hypochondriacal and psychophysiologic complaints. 


Busse* found that management in this group of 
patients was best directed toward redirection of ac- 
tivity into emotionally stimulated areas and early 


recognition of anxiety to prevent development of a 
somatic complaint. 


After the physician is certain that no associated 
organic disease is present, he should interpret the pa- 
tient’s symptoms to him in a direct manner. It is 
not necessary to deny the possibility of organic 
causes; the patient can be told, instead, that no evi- 
dence for an organic cause exists at present. Symp- 
toms serve a purpose and should not be removed 
directly. Constructive and purposeful living can even- 
tually be substituted for them. Present-day senior 
citizens have difficulty accepting any etiology other 
than an organic one. 


"To resist the frigidity of old age one must 
combine the body, the mind, and heart— 
And to keep these in parallel vigor one must 
exercise, study and love’. 


—Bonstettin 
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Therapy in psychophysiologic disorders consists of 
emotional support and environmental manipulation 
(see discussion). The patient should be made to feel 
that the doctor is able to be of service to him for 
both nervous and physical complaints. Goldfarb and 
Turner® observed that brief psychotherapy sessions 
of from 10 to 30 minutes were effective. Clow and 
Allen® found that psychotherapy required for the 
neuroses, common to older persons, was of much 
shorter duration than that required for younger pa- 
tients. 


Drug and Metabolic Intoxications 


Drug intoxications are much more common in 
alteration of cerebral function than is suspected. In 
patients with borderline normal cerebral metabolism, 
small amounts of endogenous and exogenous toxins 
may produce abnormal brain function. Drugs used 
only in therapeutic dosages may cause difficulty. This 
is particularly true of sedatives, hypnotics, and nar- 
cotics. Among the worst offenders are bromides, bar- 
biturates, and alcohol. Other agents often responsible 
include cortisone, ACTH, isoniazid, Benzedrine, Dex- 
edrine, Methedrine, Desoxyn, sulfonamides, thiocy- 
anates, belladonna, paraldehyde and chloral hydrate. 
Less common toxins include lead, mercury, carbon 
monoxide, carbon disulfide, manganese, and carbon 
tetrachloride. 


Both drug and metabolic intoxications may first 
become apparent when delirium develops. There may 
be malaise, headache, and disorientation at the on- 
set, followed by drowsiness, retardation of mental 
processes, lethargy, memory loss for recent events, 
and poor orientation. This is followed by confusion 
and visual, auditory, and tactile hallucinations. Stupor 
and coma eventually ensue. 


Management consists of (1) withdrawal of the 
toxic agent under close medical supervision; (2) 
supportive medical care; (3) prevention of seizures 
by the use of anticonvulsants; (4) improvement of 
nutritional requirements through parenteral admin- 
istration of vitamins and, if necessary, through tube 
feedings; (5) adequate hydration usually by the use 
of intravenous fluid; and (6) use of the so-called 
“brain foods’—sodium succinate, magnesium gluco- 
nate, My-B-Den, and L-Glutavite. 


Metabolic disturbances occur in elderly patients, 
but are not common. Details of therapy are available 
in any standard textbook of medicine. 


Hyperthyroidism usually causes classical manifesta- 
tions. Hypothyroidism is more common than hyper- 
thyroidism in older patients, and may often be con- 
fused with depressive states. The clinical picture, plus 
laboratory confirmation, makes possible a positive 
diagnosis. 
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Hypoglycemia may occur from an islet cell ade- 
noma or as a complication of poorly controlled di- 
abetes. Blood sugar determinations are diagnostic. 


Disorders of the pituitary or adrenal glands, that 
is, Cushing’s or Addison’s disease, produce mental 
disturbances, but less commonly than exogenously 
administered cortisone or ACTH. Uremia, acidosis, 
dehydration, and starvation also may alter the mental 
state. 


In porphyria the well-known triad of psychotic 
manifestations, abdominal pain, and neuropathy is 
present. Maroon-colored urine, colicky abdominal 
pain, and a positive familial history of disease are 
suggestive. Diagnosis is confirmed by detection of 
porphyrins in the urine. 

Lupus erythematosus seldom appears in the elderly 
without having been manifest earlier in life. A psy- 
chotic or delirious state, coupled with bizarre neuro- 
logic and physical signs, suggests this diagnosis. Posi- 
tive diagnosis is made when LE. cells are found in 
peripheral blood. More than 50 per cent of patients 
with lupus erythematosus will eventually have mental 
changes. 


Nutritional Deficiencies 


Classical clinical syndromes of nutritional defici- 
ency are rare in the United States. Characteristic 
syndromes are seen infrequently in beriberi and pel- 
lagra; however, subclinical counterparts of these dis- 
eases are common. In the elderly patient, gastroin- 
testinal absorption is poor and hepatic dysfunction 
common; therefore, it is prudent to assume such 
deficiency is present. 

Classical manifestations of Wernicke’s syndrome 
are confabulation, progressive dementia, ataxia, am- 
nesia, delirium, and coma. Other systemic aspects of 
thiamin deficiency may also be present. Administra- 
tion of vitamins and nutritional supplements have 
become a sine qua non for the geriatric patierit; in- 
travenous and intramuscular routes of administration 
are preferable. Increased intake of carbohydrate and 
proteins are likewise necessary. 


Circulatory Disturbances 


Circulatory disturbances include diminished cere- 
bral blood flow, emboli, thrombi, hemorrhage, and 
cerebral edema. Alterations in circulation affect cere- 
bral nutrition and oxygenation, with subsequent loss 
of efficiency. The signs of impaired cerebral function 
are forgetfulness, diminished concentration, irritabil- 
ity, physical exhaustion, memory loss for recent 
events, psychomotor retardation, apathy, loss of in- 
terest and affect, emotional outbursts, rigidity of 
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personality, and eventual disorientation. Localizing 
neurologic signs and symptoms are often seen. 

Cerebral circulatory disturbances are distinguished 
from senile psychosis by less intellectual impairment, 
earlier onset, and, frequently, association with con- 
vulsive disorders.. Treatment consists of supportive 
care, nutritional supplements, sedation when needed 
and/or antidepressant medication. Anticoagulants 
may be of value in thromboembolic disease. Recent 
studies by Eisenberg’? suggest that nylidrin hydro- 
chloride (Arlidin) is of value as a vasodilator of 
cerebral vessels. 


Senile Psychosis 


This condition occurs later in life than does a psy- 
chosis as a consequence of cerebral arteriosclerosis. 
Senile psychosis is the result of progressive deteriora- 
tion of all brain functions. Narrowed interests, loss of 
initiative, apathy, emotional lability, and progressive 
memory loss are often the first manifestations. If 
there is physical illness, such as uremia, hypoglycemia 
or alkalosis, the patient may become confused or 
delirious, depressed or agitated, or even have para- 
noid delusions. As disease progresses, delusions and 
hallucinations occur and the patient’s judgment fails. 
Treatment consists of supportive care and adequate 
nutrition. Total nursing care often becomes neces- 
sary, and the outlook for recovery is poor. 


Miscellaneous Conditions 


Although schizophrenia occurs in older patients, 
it usually is manifest at a younger age. Involutional 
paranoia is a possibility, and usually requires a psy- 
chiatrist’s care. Brain tumors, encephalopathies, and 
encephalitides alter mental processes, but are not dis- 
cussed in this article. 

Paresis is a vanishing disease, but is seen occasion- 
ally in the elderly populace. Clinically, there are 
manifestations of an organic brain syndrome with 
expansive, grandiose delusions and gradually disinte- 
grating personality. Diagnosis is made by finding a 
positive serologic reaction of the spinal fluid, in- 
creased cell count, and increased protein content, 
especially of the globulins. 

Alzheimer’s and Pick’s disease sometimes occur, 
but usually before senescence. 


Discussion 


Probably the most important ingredient in therapy 
of the aged patient’s emotional illness is the attitude 
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of the family unit toward him. This attitude main- 
tains importance even in organic illnesses. In the 
aged, as with the very young, love and environmental 
acceptance is of utmost importance. In the past, soci- 
ety has expressed indifference and rejection of the 
elderly person that have led him to social dependency 
and stagnation. Isolation follows. The death of rela- 
tives and friends or a geographic move might also 
contribute to fewer social contacts. When the elderly 
person views his future and finds little promise and 
few human ties, one would expect him to look to 
the sweet memories and pleasures of the past. Lone- 
liness, coupled with a tired mind and personality, 
constitute the distorted personality of the aging 
person. 

Frequently the physician becomes the family coun- 
selor as physical illness brings the patient to his of- 
fice. When senior citizens live together as husband 
and wife, a life of emotional tranquility and happi- 
ness is the rule. When either spouse dies, problems 
arise as the survivor must live alone, with another 
family unit, or in a nursing home. 

The physician soon learns the patient’s problems 
and understands the interpersonal relations of the 
family. Often relatives do not say that the patient 
is a burden or in their way, but all of their actions 
point to this conclusion. Busse and Reckless* pointed 
out that 17.1 per cent of normal old people do not 
get along well with their children and that discord 
increases with mental illnesses of the aged. Feelings 
of dependency and rejection are apparent to the doc- 
tor as the patient tries to save necessary medical ex- 
penses, fails to take medications, and misses appoint- 
ments. 

First, then, the doctor learns from the patient in 
what ways he feels rejected and what a burden to 
society he thinks he is. Next, the physician may wit- 
ness a hostile attitude of relatives toward the patient. 
This hostility can be handled effectively by letting 
members of the family ventilate their feelings, which 
may be mixed. After they relate their hardships in 
detail and try to make the doctor understand their 
personal sacrifices because of the patient, much of 
their hostility is usually dissipated. Therefore, the 
doctor should listen sympathetically and should em- 
pathize with them. 


After the ventilation period, the problem loses 
some of its affective charge and can be dealt with 
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more realistically. The patient's relatives should be 
reassured that efforts to establish a constructive role 
in life for the elderly person will reap manifold re- 
wards. The time they devote to the patient conveys 
to him the idea that he is accepted. He can then 
assume that what he contributes will continue to 
afford him a role of being accepted and loved. 


The relatives’ complete cooperation must be ob- 
tained to implement the aforementioned program 
effectively. Responsibility, need, and acceptance are 


food for the malnourished and starved ego of the 
aged. 


Where the aged are grouped together in convales- 
cent and nursing homes or state hospitals, group ac- 
tivity in work and play can be easily augmented. It 
may, however, be difficult for the private practi- 
tioner to provide a plan for management of environ- 
mental problems in some individual cases. When fa- 
cilities of social agencies are available, he can profit 
greatly by using their services for his patients. 


My plan of management is usually implemented 
during a series of visits, and is often combined with 
psychotherapy and/or medical therapy. The patient, 
when first seen, is interrogated about his present and 
future plans and his talents and capabilities. If his 
plans seems logical and practical, no further effort 
to direct his activities is made. If they are unsatis- 
factory, the relatives are interviewed and a suggested 
regimen, depending on the patient’s needs and abili- 
ties, is made. This is not done directly but by subtle 
suggestion. I always point out reasons for my sug- 
gestion and the necessity of establishing a construc- 
tive program in life. In addition to the program 
components of work and recreation, I emphasize 
moderation of food, exercise, and drink, and in all 
phases of living. Adequate diet, vitamin therapy, 
proper rest, routine physical examinations, and care 
of religious needs are also recommended. 


Supportive psychotherapy can be given in several 
ways. The patient is allowed to ventilate feelings of 
hostility from his environmental rejection, such as 
loss of his children’s love, forced retirement, physical 
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illness, or forced geographic move. His abilities are 
encouraged, and positive environmental factors are 
emphasized. Frequently the therapist can point out 
means of using rationalization about actual reality 


‘ situations. Rationalization can be the patient's key 


defense against his own anxiety. Attention should be 
focused on the future and regression to thoughts of 
the past should be discouraged. Positive attitudes and 
thoughts, participation in social gatherings, educa- 
tional programs of all types, and cultural and reli- 
gious endeavors are encouraged. 


Once a program of this type becomes effective, 
the elderly patient will be productive and happy. 
Practically all hostile feelings toward other members 
of the family unit will subside. Likewise, somatic 
functional symptoms will readily disappear. 


Sands,!° Simon,’ and Diamond® recognize the 
necessity of considering the whole patient, and 
recommend that plans of therapy be directed along 
these lines. Birren? recently edited a comprehensive 
manuscript on research, biological bases, environ- 
mental factors, and psychological characteristics of 
the aging. 
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WALTER S. HENLY, M.D. 


SURGERY In the Aged 


PPROXIMATELY 45 per cent of patients now 

hospitalized are beyond age 60. Since man lives 
longer, the surgeon is confronted with more patients 
over 60 who require surgery. Some procedures are 
simple, many are complex. In this age group, the 
total operative mortality continues to be 8 to 10 per 
cent. Many elderly patients withstand major surgical 
procedures well, but the overall risk of surgery re- 
mains high. 


The Patient’s Condition 


The general condition of the elderly patient may 
be best described as brittle. His general physical 
reserve may be sufficient to withstand major illness 
or surgical intervention but insufficient to deal with 
superimposed complications. An initial and extremely 
important part of treatment prior to elective opera- 
tion is careful preparation of the patient with resto- 
ration to as near normal status as possible. Individu- 
als who undergo surgery without disturbance of 
electrolyte balance may be maintained by simple 
means in the postoperative period. If the patient, 
however, is dehydrated or is in a state of chemical 
imbalance, the clinical management following sur- 
gery may be extremely difficult and hazardous. Prep- 
aration for emergency surgery should include suffici- 
ent time to correct, when feasible, obvious disturb- 
ances such as anemia, blood volume deficits, nutri- 
tional deficiencies, and fluid or electrolyte alteration. 


Brief consideration should be given at this point 
to the daily requirements of water and electrolytes 
for surgical patients. If the patient is able to take 
food and fluids orally, this is preferred, but in many 
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instances, it is impossible and intravenous administra- 
tion is required. Administration of fluid subcutane- 
ously or by proctoclysis is rarely necessary or advis- 
able. It is important to generalize water and electro- 
lyte requirements, but the administration of these 
substances must be carefully individualized for the 
elderly patient. Also essential in the calculation of 
the daily fluid requirement is the quantity of in- 
sensible water loss through lungs and skin. It is 
necessary to consider the existence of renal disease, 
the presence or absence of sweating, the rate of urine 
excretion, and the generalized cardiac status. Should 
obvious fluid imbalance occur, it must be corrected 
cautiously to avoid overloading the patient. 

The administration of saline to the aged patient 
must be carefully observed. Circulatory overloading 
with the production of cardiac failure and acute pul- 
monary edema can be produced easily by use of ex- 
cessive quantities of salt. In the elderly patient with 
impaired renal tubular function, sodium chloride 
deficit may develop rapidly although the patient 
maintains a seemingly adequate salt intake. The nor- 
mal metabolic response to operation is usually de- 
creased urinary excretion of sodium for two to five 
days followed by a sodium diuresis. During this time 
frequent analysis of the plasma sodium and chloride, 
and when indicated, determination of the urinary loss 
during a 24 hour period are invaluable in prevention 
of hypernatremia or hyponatremia. Neurologic dis- 
turbances varying from mild confusion to hemi- 
paresis or coma may be associated with hyponatremia 
and water intoxication and are seen in the immediate 
postoperative period in many elderly patients. 

Considerable information is available on potassium 
metabolism following surgical stress. The daily re- 
quirement has been estimated as 30 to 40 mEq. of 
potassium chloride. In the author’s experience it has 
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Because the condition of the aged patient 
is generally termed as brittle, it is neces- 
sary for the surgeon to complete thorough 
examinations on the patient prior to sur- 
gery and to observe the patient closely for 
complications during and after surgery. 


not been standard practice to administer potassium 
to patients who require only 48 to 72 hours of 
intravenous therapy. Although hyperpotassemia is 
infrequently seen, it is a formidable problem and 
can be a serious threat to life when it occurs. It is 
most commonly seen in association with oliguria, 
anuria, severe dehydration with contraction of extra- 
cellular volume, and adrenal cortical insufficiency. 
Many times it is advisable to delay the administra- 
tion of potassium in the immediate postoperative 
period until the adequacy of the urinary output can 
be ascertained. Also, if the physician carefully moni- 
tors the electrolyte patterns of blood and urine, the 
more frequently seen postoperative complication of 
hypokalemic alkalosis manifested by weakness, 
apathy, dehydration, fever, paralytic ileus, and oli- 
guria may be anticipated and prevented. 

Caloric intake in the period following surgery is 
usually limited to 100 Gm. of glucose in solution 
daily. Five per cent ethanol also augments the caloric 
intake and is useful in conditions such as delirium 
tremens which have excessive catabolic rate. Special- 
ized solutions are available for the correction of 
electrolyte disturbances produced by excessive loss of 
gastrointestinal drainage. Protein hydrolysates and 
lipid emulsions have not been utilized frequently 
for routine administration. 

Certainly, the aged patient presents an increased 
surgical risk with a narrow margin of safety because 
of a limited physiologic reserve. Meticulous manage- 
ment of electrolyte and water needs in order to avoid 
severe imbalances will do much to assure a success- 
ful outcome. Preventive measures are more effective 
than corrective ones. Caution is to be exercised dur- 
ing intravenous fluid therapy to prevent cardiac 
decompensation. An early return to oral alimentation 
after operation is recommended. 
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Cardiovascular System 


Consideration of the cardiovascular system is of 


_ paramount importance in evaluation of the risk of 


surgery in elderly patients. Fortunately, age itself is 
not a contraindication to surgery. It is rarely neces- 
sary for the cardiologist to say, “You need surgery 
but your heart won't stand it.” A thorough general 
evaluation of elective patients prior to surgery is 
necessary. This includes obtaining a careful history 
with particular reference to symptoms of cardiovas- 
cular disease. The physical examination should be 
correlated with pertinent laboratory data such as 
chest roentgenogram and electrocardiogram. With 
these facts in mind, two questions should then be 
asked of the surgeon: How does the condition which 
presents itself influence the future of the patient? 
What is life expectancy with operation? 


Patients with congenital heart disease in this aged 
category are not frequent. Rheumatic heart disease 
is more frequently seen and a well compensated 
rheumatic heart is not a contraindication to surgery. 
Usually no increase in risk of operation occurs in 
this group. Preparation of the decompensated patient 
should consist of prescribing sodium restriction, ade- 
quate rest, proper use of digitalis, and the use of 
diuretics to eliminate excessive fluid from the body. 
Patients with no symptoms of heart failure who have 
mitral stenosis, mitral insufficiency, or aortic insuf- 
ficiency usually tolerate associated surgery without 
difficulty. In the patient with aortic stenosis, sudden 
death is always a possibility and occasionally occurs 
despite utmost care exercised by the surgeon. Thy- 
roid heart disease is seldom seen since the advent of 
antithyroid drugs. The proper approach to surgery in 
the elderly cardiac is to correct the heart condition 
if possible before the patient enters the elderly 
age group. Conditions such as congenital and ac- 
quired heart disease and hyperthyroidism are usually 
correctable at an early age. Arteriosclerotic heart dis- 
ease with or without hypertension constitutes the 
largest group of cardiac cases, and in the aged as- 
sumes ever-increasing importance. The risk of major 
surgery in patients with hypertension or angina pec- 
toris is significant. Following congestive heart failure 
or acute myocardial infarction, surgery should be de- 
ferred, if possible, approximately 60 to 90 days. Dur- 
ing surgery arrhythmias of various types can arise. 


In these instances, it is helpful to call the medical 
consultant to the operating room. For patients with 
cardiac disease it has been standard practice to moni- 
tor the electrocardiogram continuously with an oscil- 
loscope during the entire period of anesthesia. When 
desirable, a direct writing electrocardiogram could 
be obtained to allow more precise study of the elec- 
trical changes. Utilizing this adjunct, the cardiologist 
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can guide the administration of drugs such as digi- 
talis, quinidine, Pronestyl, potassium, and other 
agents. This rational approach is preferred over ad- 
ministration of numerous drugs in “shot gun” fashion. 
Wide variations in blood pressure, and particularly 
hypotension, should be avoided. Cardiac arrest is dis- 
tressing but occasionally will arise in elderly patients. 
If this occurs in the operating room under the eye 
of an alert surgeon and anesthesiologist, it more fre- 
quently than not is reversible. 


Pulmonary Function 


Special attention should be given to evaluation of 
pulmonary function. Many elderly patients have bor- 
derline pulmonary function. Following stress, they 
may actually undergo pulmonary insufficiency for 
varying times. Pulmonary function tests that are of 
extra value are timed vital capacity, arterial blood 
studies, and in addition, differential bronchospirom- 
etry for various thoracic procedures. The patient may 
be asked to walk up a flight of stairs or to blow out 
a lighted match held only four inches from the face 
through unpursed lips. These tests may give a quick 
index of respiratory ability. Pulmonary function both 
before and after operation may be reduced by excess 
bronchial secretions, bronchospasm, pneumonitis, 
and inefficient ventilation. Pulmonary emphysema, 
asthma, and chronic bronchitis are equally trouble- 
some. Respiratory function may be improved in prep- 
aration for surgery by the elimination of smoking, 
administration of expectorants, and intermittent use 
of bronchodilators. Associated pneumonitis may be 
controlled by the administration of appropriate anti- 
biotic therapy. In the postoperative period, it may 
be necessary to perform a tracheotomy to diminish 
the respiratory dead space and to aid in tracheal 
suction. This permits assisted respiration when indi- 
cated. At the conclusion of surgery, the respiratory 
effort and efficiency should be carefully noted and 
if found to be inadequate, a tracheotomy should be 
performed prior to the removal of the endotracheal 
tube. Early tracheotomy combined with effective 
assisted respiration has salvaged many cases with 
borderline pulmonary insufficiency. 


Antibiotics 


It may be generally assumed that indications for 
the use of antibiotics in the aged are essentially the 
same as for any other time in life. Contraindications, 
however, may appear with advancing age and result 
from vascular degenerative changes which cause poor 
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kidney function. Prophylactic therapy by suitable 
agents is consistently worthwhile when contaminated 
parts of the body such as bowel, respiratory, and 
genitourinary tracts are entered. It becomes necessary 
when there is a possibility of heart valve lesion. Fol- 
lowing operation on the heart or the vascular tree, 
the risk of subacute bacterial endocarditis is great. If 
infection occurs about a foreign body such as a vascu- 
lar prosthesis, disastrous consequences frequently re- 
sult. Prophylactic therapy is indicated under such 
circumstances. In most cases therapy should be with- 
held until the bacteriologic studies, including sensi- 
tivity evaluation, are available to guide the physician 
in administration of the antimicrobial therapy. Baci- 
tracin, neomycin, polymyxin B, streptomycin, and 
Kantrex may be definitely contraindicated when renal 
function is diminished. Thus, the usual tests of renal 
function often made routinely before surgery, assume 
paramount importance subsequently in the elderly 
patient when the physician considers therapeutic 
doses of the more toxic antibiotics. Once having 
decided to use a more toxic drug for a specific ther- 
apy, the physician must not abandon it too quickly 
in the face of minor renal irritation if the drug ap- 
pears clinically effective. 


Anesthetic Management 


The anesthetic management of the elderly patient 
through the course of surgery is little different from 
that of the younger individual. The elderly patient, 
however, is more susceptible to adverse influences 
such as blood loss, trauma, anesthetic overdosage, and 
hypoxia. Smaller doses of drugs for preoperative 
medication should be used for older patients. It is 
usually easier and safer to supplement an inadequate 
premedication intravenously than to administer anes- 
thesia to an overly medicated patient. The choice of 
anesthetic agents employed for elderly patients is 
essentially the same as that for younger persons. Cer- 
tainly, the safety of an anesthetic agent and the 
method of administration is directly proportional to 
the administrator's familiarity with them. Careful 
attention to detail by the anesthesiologist usually 
results in successful conduction of the anesthesia. 
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Small plastic catheters inserted into a large vein in 
anticipation of unexpected blood loss have saved 
lives. Certainly, the physician should anticipate the 
unexpected and should not allow a significant gap 
to occur between blood loss and blood replacement. 
The proper evacuation of the upper gastrointestinal 
tract and the maintenance of an empty stomach 
should be as important to the anesthesiologist as the 
insertion of a cuffed endotracheal tube for controlled 
respiration. Diligent and careful minute—minute 
observation of the patient for development of danger 
signs during surgery is extremely important in elderly 
patients. Discussion frequently revolves around the 
advisability of using spinal anesthesia for the aged 
or whether or not barbiturates should be used. Spinal 
anesthesia is certainly indicated for many brief op- 
erations and may be extended to more complicated 
procedures, provided the anesthesiologist is prepared 
to care for well known immediate complications that 
may follow. The author and his co-workers have 
preferred in most cardiovascular cases, or in patients 
with significant blood loss, to use general anesthesia 
because the vascular changes associated with changes 
in blood volume may be more easily controlled. The 
possibility of local or regional anesthesia should 
always be considered. Use of such anesthetics for 
major surgery is increasing. 


In vascular surgery, hypotension is the most fre- 
quent complication which arises. Its mechanism in 
many instances may be of multiple origin and, 
though usually temporary, must be corrected as 
quickly as possible. Maintaining an adequate pres- 
sure head is particularly important in procedures 
involving temporary shunts, bypass grafts, or in 
cases in which collateral circulation is depended upon 
for perfusion of distal areas. Sudden massive blood 
loss may occur during these procedures. The sources 
of bleeding may vary from patient to patient. How- 
ever, when anticipated, the period of hypotension 
may be minimized. Reactive hypotension may occur 
following the release of an aortic occlusion clamp. 
This is produced by a sudden increase in the total 
vascular bed and a decrease in vascular resistance. 
During occlusion of an artery, vasodilation occurs 
distal to the point of occlusion. Reflex bradycardia 
producing hypotension may occur during many of 
these procedures and is frequently encountered dur- 
ing carotid artery surgery when the carotid sinus is 
stimulated. This should be immediately counter- 
acted by vasopressors or the administration of a 
local anesthetic in the region of the carotid sinus. 
Systematic hypotension in patients with cerebral vas- 
cular insufficiency is extremely dangerous because 
of the importance of the collateral circulation in 
maintaining adequate cerebral function. Prolonged 


periods of hypotension under anesthesia predispose 
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the body to coronary occlusion, myocardial or cere- 
bral infarction, and may tragically alter the course 
of surgery on an aged patient. More rarely, occlusion 
of a renal, mesenteric, or peripheral artery may occur. 

Increased systolic pressure may occur with cross 
clamping of the aorta. During these periods of hyper- 
tension, overloading of the heart with ventricular 
failure should be considered by the anesthesiologist. 
Specific causes of hypertension such as carbon di- 
oxide retention should be readily detected and cor- 
rected. 

When individual disease entities of a surgical 
nature are first diagnosed, the general condition of 
the patient is usually strong. The actual risk to life 
from the disease or from operation is usually low. 
Hence, many times proper treatment is delayed while 
the patient passes through this favorable age group. 
When he returns with an incarcerated hernia or a 
bleeding peptic ulcer in later years, he brings with 
him his brittle physiologic reserve and the apparent 
or hidden cardiorespiratory problems of the elderly 
patient. Because of these obvious changes, surgery 
may again be delayed and the patient only yields to 
the surgeon as a last resort to save life. Fortunately 
the preceding series of events are seen with decreas- 
ing frequency. 


Surgical Treatment 


A combination of vagotomy and hemigastrectomy 
is the current fashionable treatment of peptic ulcer. 
It can be performed rapidly and with as great a mar- 
gin of safety as that of more conservative surgical 
methods. Treatment of the peptic ulcer remains con- 
troversial and no one operation may be indicated for 
the numerous circumstances which confront the sur- 
geon. One of the most serious complications of pep- 
tic ulcer has been massive hemorrhage. This is usually 
best treated by a form of excisional therapy even in 
critically ill patients. There are times, however, when 
direct suture of the bleeding point may be the .most 
that the surgeon will allow because of the patient's 
condition. Various associated procedures such as py- 
loroplasty, vagotomy, and sleeve resection add addi- 
tional risk to the surgical procedure. If recent hemor- 
rhage is not an immediate problem, much is to be 
said in favor of vagotomy and gastroenterostomy. The 
well-known associated complications of this proced- 
ure occur remotely, and in view of the life expectancy 
of the elderly patient, this procedure may be superior 
in this instance to gastrectomy. 

In treatment of cancer of the stomach, a common 
lesion in the elderly male, it has been demonstrated 
that radical gastrectomy, with removal of 85 to 90 
per cent of the stomach, or total gastrectomy can 
leave the patient with a severe nutritional problem. 
This fact would be acceptable to the cancer surgeon 
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if such radical procedures significantly improved the 
surgical cure rate. Dr. Harvey Stone of Baltimore 
frequently cautioned his students to leave the patient 
a functional physiologic whole. Certainly, with care 
about the factors previously discussed, the surgeon 
can perform radical gastric surgery in patients over 
60 years of age with approximately the same opera- 
tive risk as in younger patients. The real issue which 
the surgeon must face is the relationship between 
chance of cure and success of palliation. Carcinoma 
in the remainder of the gastrointestinal tract does 
not seem to present a special problem when it occurs 
in the elderly patient. The possible exception to this 
is in cases of carcinoma of the cervical and thoracic 
esophagus. A more aggressive approach seems justi- 
fied in carcinoma of the cervical esophagus, while 
palliation should be the maximal expected benefit 
in malignancy of the thoracic esophagus except in 


patients in relatively good condition with early 
lesions. 


Postsurgical Problems 


In the period immediately following surgery num- 
erous instances of mental confusion and postoperative 
psychoses are seen. The exact origin of such disturb- 
ances is unknown, but probably at the source is a 
combination of many factors, including nutrition, 
metabolism, degree of cerebral arteriosclerosis, and 
blood chemical changes. Most patients recover spon- 
taneously several days after oral alimentation is be- 
gun. They may be extremely difficult nursing prob- 
lems during the period of confusion. Numerous 
drugs have been advocated to control the restlessness 
and irritability of the patient. In general, mild seda- 
tion with a nonbarbiturate is preferable. This is com- 
bined with effective restraints for the patient. If 
heavier sedation is necessary, the physician should 
constantly guard against producing hypotension, 
during which a cerebral thrombosis or coronary oc- 
clusion could occur. Many of their patients may de- 
velop acute stress ulcers with associated gastrointesti- 
nal hemorrhage. 

Thromboembolism has not been a frequent prob- 
lem in elderly patients treated by the author and his 
co-workers. It has been reported to occur most fre- 
quently in patients over 60 years of age and to be 
related in some way to malnutrition and malignancy. 
The treatment by anticoagulation therapy of patients 
with thromboembolic disease has not been supported 
by the author’s group, which has preferred early 
ambulation of the patient, elastic support to the 
lower limbs when varicosities are present, and careful 
attention to nutrition in the postoperative period to 
prevent thromboembolism. When the condition oc- 
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curs, the patient is kept at bedrest until evidence of 
inflammation subsides. Patients with more than one 
episode of pulmonary infarction may be considered 
for inferior venal caval ligation. Recently, successful 
cases of embolectomy following massive pulmonary 
embolism have been reported in Houston and Balti- 
more. The method utilizes the temporary extracor- 
poreal circulation during extrication of large clots 
from the main pulmonary artery and its branches. As 
the diagnosis of massive pulmonary embolism is 
more frequently made during life, and the availabil- 
ity of the pump-oxygenator increased, undoubtedly 
more successful cases will be reported. Prevention of 
subsequent episodes in surviving patients was ac- 
complished by ligation of the inferior vena cava 
below the renal veins or a plication maneuver at the 
junction of the inferior vena cava with the right 
atrium. In general, the author and his co-workers do 


not use anticoagulation therapy as an adjunct to 
vascular surgery. 


One of the most serious surgical problems at any 
age is intestinal obstruction. The mortality rate is 
always higher than it should be. This condition is 
even more critical in the aged because of the aged 
person’s inability to tolerate toxicity, abdominal dis- 
tention, respiratory insufficiency, and metabolic dis- 
turbances. In the management of this condition, the 
physician should remember the necessity for early 
diagnosis, adequate replacement of fluid and electro- 
lytes, and early intestinal decompression by intestinal 
intubation or by timely surgery. 


Most of the author’s patients with vascular disease 
have been elderly. In many cases, the most significant 
cause of death has been related to arteriosclerotic 
heart disease despite extremely careful preoperative 
evaluation of the patient. It is possible, however, to 
achieve an acceptable surgical mortality in treatment 
of nearly all types of vascular disease. For example, 
total operative mortality rate for resection of the 
typical abdominal aneurysm is less than 2 per cent 
and that for ruptured abdominal aneurysm of a pa- 
tient reaching the hospital alive is from 8 to 10 per 
cent. The author and his co-workers have found that 
many patients present one complaint traceable to 
the cardiovascular system but may have a more seri- 
ous problem which has not been apparent to the 
patient prior to the examination. An example of 
this is the management of patients with abdominal 
or peripheral vascular disease who have associated 
cerebral vascular insufficiency. Experience has shown 
that it is profitable to correct the obstruction of 
lesions of vertebral or carotid arteries, when pos- 
sible, prior to correction of the abdominal or periph- 
eral lesion. Elderly patients with abdominal angina 
and extreme emaciation have been improved by 
revascularization procedures. Recent advances in 
cardiovascular surgery have been of wide scope and 
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tremendous significance. Present efforts are directed 
toward the successful treatment of angina pectoris 
due to coronary insufficiency by direct surgical 
means. Newer developments in roentgen-ray diag- 
nosis have allowed visualization of localized disease 
processes in coronary arteries, and successful instances 
of endarterectomy have been reported. As newer tech- 
niques of small blood vessel surgery become per- 
fected, this great threat to life in our present age 
should be controlled. 

In summary, the aged patient presents an increased 
surgical risk. He has a narrow margin of safety be- 
cause of his brittle physiologic status. He is able to 
tolerate most major surgical procedures, yet if the 
slightest complication develops it may assume gi- 
gantic proportions. Careful attention to fluid and 


electrolyte balance, careful evaluation of the cardio- 
respiratory status, judicious choice of anesthesia and 
antibiotics, and the management of special problems 
which are of concern in the elderly patient will mean 
a greater number of successful procedures. 


» Dr. Henly, Baylor University College of Medicine, Texas 
Medical Center, Houston 25. 
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Operating Room Gloves Weren’t Always Worn 


One of the early (1758) obstetrical gloves described is one which was fabri- 
cated from the cecum of a sheep and soaked in warm water to make it pliable 
before use. The covering was smeared with fat to prevent the back of the hand 
from clinging to the vaginal or uterine wall in the second stage of delivery. 


Credited with introduction of rubber gloves into operating rooms in this 
country is William S. Halsted, while he was professor of surgery at Johns Hopkins 
Hospital. His object was to prevent dermatitis produced by mercuric chloride 
solution on the arms and hands of his operating room nurse who later, in 1890, 


became his wife. 


Noted for his meticulous surgical technique, he was still slow to accept the 
rubber glove as indispensable for the surgeon throughout the operation. He in- 
sisted that the nurses and surgical assistants wear gloves, but frequently he would 
operate with bare hands. At times he removed one glove to palpate an ongan or 


to consummate a complicated technique. 


Rubber gloves were not a surgical requirement in Europe or in the United 


States until after World War I. 
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In the aging patient, the essential nutritional problem is not that of feeding the hungry 
but of coaxing the anorexic patient toward better nutritional habits. The elderly 
patient must cope not only with changes in his environment, but also with physiologic 
and anatomic changes associated with aging. Proper nutrition is the physician’s re- 
sponsibility, and one which cannot be delegated to others. 


Nutritional Problems 


in the 


Older Patient 


SEBRON C. DALE, M.D. 


HE AVERAGE life span has greatly increased 

during the present generation and the number 
of elderly individuals has increased in proportion. 
However, merely to increase the life span of a 
person without preserving his usefulness is not a 
great accomplishment. Physicians should strive to 
preserve the functional anatomic units of the body 
in order that lives may be useful, as well as long. 

Nutritional discoveries have been as far reaching 
in their effects—and as dramatic—as any other 
phase of medicine. Unfortunately, the study of nutri- 
tion is difficult and information is accumulated 
slowly. The indications that we get from the labora- 
tory animal are too frequently of little value. Those 
which we get from man are slow to accumulate and 
difficult to evaluate. 

The basic requirements for satisfactory human nu- 
trition and metabolism are fundamentally similar 
throughout one’s life. Ideally, sound nutritional prin- 
ciples are learned in childhood and are applied con- 
tinuously thereafter. Continuous adequate nutrition 
does much to minimize degenerative changes in later 
life. Obesity is evidence of a violation of good nu- 
tritional practice. The physician frequently sees pa- 
tients whose histories cannot be changed; in many, 
accumulated nutritional insults have left extensive 
damage. Preventive nutrition is important in all age 
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groups, but especially so in the aged. In many re- 
spects, the two decades from 40 to 60 are the most 
significant. The application of knowledge of good 
nutrition, therefore, must be mainly anticipatory or 
preventive. 

To induce the aged person to eat properly is dif- 
ficult. Much of the population, though mature or 
senescent in years, remains juvenile in eating habits. 
The aged person finds it difficult to change long- 
standing dietary practices. The physician must ap- 
proach cautiously the changing of dietary habits 
established by a lifetime of trial and error. These 
habits are sometimes not only of long duration, but 
have been transmitted from an earlier generation; 
this is particularly true in familiesin which obesity 
is prevalent. Occasionally, an individual who has sub- 
sisted on a diet inconsistent with scientific nutrition 
is found to be in good health. Frequently, bad eating 
habits can be modified slowly, but sudden and radi- 
cal changes are often physically and emotionally up- 
setting. If dietary advice is excessively at variance 
with his long established eating habits, the patient 
often will not follow the therapeutic advice and 
nothing is gained. 


Many Causative Factors 


The aged individual is particularly susceptible to 
malnutrition. Physical factors, such as loss of teeth 
or ill fitting dentures, may cause deletion of many 
important food items from the diet. Substitution of 
easily chewed foods, such as bread and pastry, for 
essential items compounds the problem. For those 
who prepare their own food, the ease with which it 
can be prepared often unfavorably influences the 
type of meal served. Limited budgets may prevent 
purchase of desirable foods. Anxieties, conflicts, and 
loneliness frequently dull appetites. Sight, taste, and 
smell are less acute in the older person; thus, food 
loses much of its appeal. Appetite is further reduced 
by a steady decline in energy requirements; this 
reduces the total quantity of food from which the 
esssential nutrients may be obtained. Caloric expen- 
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diture is largely determined by the amount of physi- 
cal activity; this is an individual matter even in 
elderly persons. There is a steady decline of about 
three per cent per decade in the basal metabolic rate 
from age three to ages over 80. The basal metabolic 
rate in the female is almost exactly seven-eighths 
that in a male of the same height and weight. At 
the age of 65, an individual’s caloric requirements 
are about 80 per cent of their value for age 25. A 
daily diet of 1,500 to 1,800 calories will maintain 
most persons beyond the age of 70 in a state of posi- 
tive nitrogen balance. Prevention or correction of 
obesity should be a standard part of nutritional man- 
agement in the mature person. 

Numerous aberrations in the secretion of digestive 
enzymes have been noted in aged patients. Ptyalin 
secretion is low, achlorhydria and hypoacidity are 
common, and there is steady diminution of the 
secretion of pepsin. Lipase secretion is also dimin- 
ished, which may account for some of the low fat 
diets so commonly selected. Test meals containing 
proteins labeled with radioactive iodine (I'*1) have 
shown that protein absorption is as good in older 
as in younger people. Similar studies on vitamin By. 
with cobalt-labeled material have demonstrated nor- 
mal absorption of this vitamin. Trypsin and amylase 
secretions are usually within normal limits. Stool 
examinations may reveal undigested muscle or con- 
nective tissue, indicating that the process for protein 
digestion is deficient in older people. The protein 
molecule may be broken down to polypeptides, 
but not be reduced to amino acids, thus causing a 
deficiency of amino acids. Studies of the zone electro- 
phoretic pattern in older people have shown a de- 
crease in the alpha-1-lipoprotein and an increase in 
the beta-lipoprotein consistently enough to indicate 
that this is a fairly typical manifestation of the aging 
process. It is thought to be associated with disturbed 
fat utilization. 

The sugar tolerance curve may vary from a delayed 
rise or delayed return to a mild diabetic type. Diffi- 
culties in the utilization of nutrients may exist at 
the tissue level, as in osteoporosis, in which the basic 
problem is believed to be a defective hormonal regu- 
lation of protein synthesis in osteoid tissue. These 
findings indicate that in the aged person there is an 
internal defect in food substance utilization. 

The quality and quantity of fat in the diet and 
its relation to blood cholesterol and atherogenesis is 
important. Experimental studies on animals have cor- 
related atherogenesis with elevated blood cholesterol 
levels. Epidemiologic surveys have proved that popu- 
lation groups with low cholesterol levels have de- 
creased incidence of coronary occlusion. This has 
been typical in the Japanese, the Spanish, the Italian, 
the Portugese, and the Bantu. The reverse is also 
true, population groups with high levels of blood 
cholesterol have increased rates of coronary occlu- 
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sion: Scandinavians, other Europeans, and Americans. 
It is to be specifically noted, however, that these 
studies were done with reference to coronary artery 
disease. 

Gillman and associates‘ reported studies at autopsy 
on 308 Portugese East Africans (Bantus)—210 
males and 98 females—of all ages, from birth to 
senescence, none of whom had died of coronary at- 
tacks. Special attention was given to the condition of 
the coronary arteries. Reactions were classified as 
normal (type 0), mild to moderately severe sclerosis 
(types 1 through 4), and severe sclerosis (types 5 
and 6). 

All cases examined at birth showed no sclerosis. 
Abnormal reactions began in many during the first 
year of life (types 1 and 2); within the first decade 
there was a preponderance of types 3 and 4, which 
reached maximal incidence between the ages of 20 
and 30. A sharp increase in types 5 and 6 occurred 
in the fifth, sixth, and seventh decades. Of these 
cases, 21.7 per cent showed late changes of the 
tunica intima and media, with reduction of the lu- 
men to a narrow cleft; yet not a single case was 
found in which there was thrombotic occlusion of 
the coronary arteries. Findings included lysis of 
elastic and collagen fibers; an increase in ground 
substances; necrosis; calcification; and to a lesser ex- 
tent, accumulation of cholesterol and neutral fat. 
The latter two metabolites did not overshadow the 
pathologic lesion in the Portugese, as they do in the 
coronary arteries of Europeans. 

One theory advanced for this lack of thrombosis 
in the late stages of atherosclerosis was that the mu- 
copolysaccharides known to have been present in the 
ground substance might have prevented the clotting 
of blood, acting as an anti-clotting factor. Similar 
studies in 133 baboons, Papioursinas, showed a 
similar pattern of atherogenesis.* There was no evi- 
dence that the severity of lesions of the coronary 
artery in the baboon was a function of age. 

Moses!” experimented on two-year-old, .short 
stocky, little dogs called the basenji. He raised blood 
cholesterol content from a normal level of about 120 
to around 250 to 300 by feeding high fat diets. After 
these levels were maintained for one year, athero- 
sclerosis was produced. A low fat diet was then 
given. The animals’ blood cholesterol levels were 
reduced to normal level and maintained there for the 
remainder of their lives, about seven years. Athero- 
sclerosis disappeared or was greatly reduced in se- 
verity. This experiment suggests that atherosclerosis 
is reversible; the state of nutrition may influence the 
disappearance of atherosclerosis, as well as its onset. 
These data correlate with the low incidence of ath- 
erosclerosis found in people dying of starvation. 

There is considerable evidence that unsaturated 
fats (liquid fats) have a cholesterol lowering effect; 
corn oil is a favored form. However, at least half 
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NUTRITIONAL PROBLEMS — Dale — continued 


of the dietary fat intake must be of this type to 
accomplish the desired results. Nelson and associ- 
ates'® studied the aortas of five patients varying in 
age from 18 to 43 years who died from causes other 
than atherosclerosis. These authors confined their 
study to the difference in lipid levels in aortal fatty 
streaks and adjacent normal tissue. The difference 
was limited largely to the tunica intima. Fatty acids 
derived from the cholesterol esters of the fatty streak 
were more unsaturated than those of normal areas. 
The increase in the unsaturated fatty acid portion 
was usually greatest in the oleic portion; the decrease 
in the unsaturated portion was usually most pro- 
nounced in the palmitic fraction. 


Dr. Sebron C. Dale of Houston is 
an associate internist in the De- 
partment of Medicine of the Uni- 
versity of Texas M. D. Anderson 
Hospital and Tumor Institute. He 
presented this paper before the 
Texas Society on Aging, Clinical 
Medicine Section, in Galveston on 
April 25, 1961. 


These findings indicate the incompleteness of 
present knowledge of this phenomenon. However, 
there is one point on which all agree: total lipid con- 
trol of the diet is essential. There is no evidence of 
danger or complications from reducing fat in the diet 
to levels of 25 to 30 per cent of total calories. This 
is higher than the level of fat in the diet of the 
Japanese, Spanish, Italians, or Portugese. Unsaturated 
fats provided by fish contain less fat than the lean- 
est steak, roast beef, or lamb chops. 

The nutritive value of protein is primarily de- 
pendent upon its amino acid composition. All amino 
acids required for the anabolism of essential protein 
must be simultaneously available before synthesis is 
possible. A delay of one hour in feeding a supple- 
ment that contains essential amino acids withheld 
from the diet previously consumed severely inhibits 
protein anabolism. Proteins that contain the full 
complement of essential amino acids must be con- 
sumed during the course of one meal. Utilization of 
low quality proteins can be. greatly increased either 
by mixing them with protein of animal origin, or by 
combining two low quality proteins that complement 
each other. The best diet is comprised of natural 
foods. Meat, milk, cheese, and eggs are superior to 
vegetables as sources of protein. From 60 to 75 per 
cent of total dietary protein should be of animal 
origin. 

Protein requirements have been estimated to vary 
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from 0.7 Gm./Kg. to 1.4 Gm./Kg., depending on the 
individual’s nutritional state, stress, and other factors. 


‘Amino acid imbalances have been demonstrated in 


animals, in which the increase in one amino acid po- 
tentiates protein synthesis to such a degree that amino 
acids necessary for the synthesis of other amino acids 
are completely used, leaving deficiencies. If poor qual- 
ity protein is to be supplemented with amino acids, 
detailed knowledge of protein composition is re- 
quired. There is some evidence to indicate that the 
amino acid needs of older persons exceed those of 
younger persons. Methionine and lysine levels in the 
young apparently are below that level necessary to 
maintain positive nitrogen balance in the elderly. 
Cameron and Solyom* demonstrated definite memory 
improvement in the aged with the use of ribonucleic 
acid. This work seems incomplete, but it offers inter- 
esting possibilities. 

The energy required for maintenance of vital 
processes, including protein synthesis, is derived pri- 
marily from the oxidation of carbohydrate and fat. 
For maintenance of nitrogen equilibrium, energy in- 
take must equal energy expenditure; this is the pro- 
tein sparing effect of carbohydrates and fats. 


Correction of Undernutrition 


Proper treatment of undernutrition requires 
knowledge of the degree and cause of the condition. 
Repletion should be accomplished cautiously at first, 
with about a 50 per cent increase of the estimated 
previous daily caloric intake. Oral administration is 
preferable. If it does not suffice, tube feeding and 
parenteral feeding should be instituted, particularly 
in patients being prepared for surgical treatment. If 
possible, such patients should be in a state of positive 
nitrogen balance. Any weight loss should be reversed 
and an increase of from four to five pounds of true 
weight obtained before surgical treatment. If the 
patient can take orally 800 to 900 calories daily, 
often an equal amount can be dripped through a 
nasogastric tube during the night. Gavage should be 
discontinued an hour or two before breakfast to pre- 
vent spoiling the appetite. Additional calories, given 
parenterally in the form of glucose in water, amino 
acids, and fats, will allow a total daily intake of 
3,500 calories. Vitamin supplements are indicated, 
and the blood volume should be restored to normal 
values. About six separated feedings will be advan- 
tageous in many cases. Supplemental liquid feedings 
prepared from milk, with powdered skimmed milk, 
eggs, sugar, and flavoring agents added, are palatable, 
inexpensive, and high in nutritive value. Other die- 
tary supplements are commercially available. 

A palatable diet for the undernourished person 
usually requires about 70 Gm. of fat and about 0.7-1.4 
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Gm./Kg. of proteins, depending upon the age and 
general state of health. Carbohydrates should be 
added to the desired caloric content for proper pro- 
tein synthesis. This should cover a range from 1,800 
to 3,500 calories. A daily diet should include: one 
pint or more of milk; one or more servings of meat, 
fish, poultry, or cheese; one serving of citrus fruit 
or tomatoes; one or two servings of green vegetables; 
at least one serving of whole grain cereal; and two 
slices of enriched bread. At least three eggs should be 
given weekly. 

The Waring blender provides an excellent means 
of testing other food combinations. Whole meats 
and vegetables can be pulverized and their juices 
used as diluents and flavoring agents. Tube feeding 
is capable of providing about 3,000 calories daily in 
approximately 3,500 cc. of fluids, with 140 Gm. of 
protein, 260 Gm. of carbohydrate, and 155 Gm. of 
fat. Meat and vegetable purees used in infant nutri- 
tion can be substituted. 

Constipation is a frequent complaint of the older 
person. Unwise dietary habits and inadequate fluid 
intake are common causes. Adequate fluid intake is 
essential to avoid inspissation of feces, which invari- 
ably occurs in dehydrated patients. The following 
will help to correct this troublesome symptom: bulk 
in the form of easily digestible vegetables, such as 
well cooked, tender portions of greens of various 
sorts, cooked prunes, and prune juice, stewed apples, 
or other stewed fruits; adequate quantities of plain 
brewer's yeast (powdered or tablets in about table- 
spoonful quantities three times daily), and plain 
bile salts three times daily. 

Digestive enzymes are frequently of much value 
in mitigating dyspepsia, a frequent complaint in the 
elderly patient. Hydrochloric acid in 1 to 4 cc. doses, 
immediately before or with meals, will sometimes 
improve digestion in cases of achlorhydria. Combina- 
tions of bile salts, pepsin, and pancreatin given im- 
mediately after meals will improve digestion in some 
patients. It is hard to avoid these symptoms, im- 
prove nutrition, and build muscles with the patient 
lying in bed; graduated exercise is essential. 


Conclusions 


The essential problem is not that of feeding the 
hungry. It is coaxing the eccentric and anorexic pa- 
tient toward better nutritional habits. Depressive 
episodes, which are not chronic but which represent 
response to new and unfamiliar stresses for the pa- 
tient, may sometimes be overlooked. In many cases 
the author is reluctant to consider this problem in 
the category of the abnormal, but considers it a 
usual and expected reaction to stresses of an ab- 
normal magnitude at a period when the individual 
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is less capable of adjusting to them. Whatever the 
changes in his external environment, the aged person 
must also cope with the physiologic and anatomic 
changes associated with aging. Impaired memory, 
which the patient recognizes, impaired vision and 
hearing, and other organic problems produce certain 
degrees of insecurity. Changes in family and social 
role incident to aging precipitate situations that 
compound difficulties. Lack of understanding and 
impatience with these situations may add to the pa- 
tient’s difficulty of adjustment. Emotional trauma 
produced by the often, rapidly-developing sequence 
of events that assail them would severely tax a 
younger and healthier person. Grief and loneliness 
from the loss of a lifetime companion, a family 
broken by children leaving home, loss of a position 
of responsibility imposed by forced retirement, lessen- 
ing of income, a lack of occupation, a sense of not 
belonging, or of not being needed, a sense of use- 
lessness or of being trouble and in the way—all of 
these are common feelings. They are reasons why the 
problems of age are difficult and challenging. 
There is no place in this phase of medical prac- 
tice for an air of resignation. The problem must be 
acknowledged. An aggressive and a constructive at- 
titude must be maintained. This is the physician’s 
responsibility, and he should not surrender it to the 
sociologist, the politician, or the labor union. 
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Disaster Relief: A Crash Course 


Carla 


In terms of mass medical care, Hurricane Carla 
posed few problems for Texas doctors. Evacuation 
saved countless lives. In relation to public health 
problems, testing of organizational structures, and 
coping with masses of evacuees, however, Carla pro- 
vided a crash course for all teams involved in dis- 
aster relief. 

In most areas affected, physicians, nurses, and 
hospital personnel were immediately placed on 24 
hour call, as were law enforcement officers, Red 
Cross, and civil defense people. 

Towns that sheltered refugees utilized a varied 
number of structures: schools, churches, private 
homes, courthouses, summer camp facilities, fair 
ground pavilions, auditoriums, gymnasiums, coli- 
seums—and even the city jails! In each refugee cen- 
ter a first aid station was set up and was manned 
around the clock by one or two registered nurses. 
Supplies usually came from the Red Cross and local 
drug stores. In some instances, withdrawals from 
civil defense stockpiles in Bastrop were necessary. 

In smaller towns that were in the direct path of 
the storm, most doctors closed their offices and re- 
mained on call or made rounds in the shelters. Tele- 
phone communications and city utilities usually were 
not functioning, and much use was made of short 
wave radios, walkie-talkies, messengers, and radio 
units of the Department of Public Safety, Sheriff's 
cars, and taxicab companies. 

For routine services in the shelters, physicians 
made no charges for their services. The Red Cross 
often paid for more extensive treatment and medi- 
cines when these were necessary, but there were rela- 
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tively few medical problems. Treatment within the 
shelters was kept as simple as possible; the general 
opinion was that the presence of a uniformed nurse 
or doctor inspired confidence and calm among refu- 
gees. 

In areas hard hit by simultaneous influx of evac- 
uees and full fury of the hurricane; there was a de- 
gree of confusion, consternation, and need for addi- 
tional medical personnel and supplies. Fortunately, 
there were few casualties. 

Even in areas where few problems were encoun- 
tered and existing disaster plans were put to work 
locally, physicians expressed concern over their lack 
of knowledge of the community’s place in the state- 
wide disaster plan. 

One of the facts which Carla forced to surface 
is this: although there are many 200 bed civil defense 
emergency hospitals stored throughout the state, it 
takes trained personnel at least six hours to unpack 
and set one up. In addition, some time undoubtedly 
would be lost as physicians and nurses and auxiliary 
personnel familiarized themselves with the hospital’s 
layout, exact location of instruments, supplies, and 
drugs. 

Following are excerpts from area reports received 
by Texas Medical Association’s Committee on Emer- 
gency Medical Services, headed by Dr. T. E. Dodd of 
Austin: 

Communities in the Bee-Live Oak-McMullen area 
cared for about 2,000 evacuees, according to Dr. E. E. 
Miller of Beeville. 

Dr. L. Bonham Jones, San Antonio, said that city 
cared without difficulty for the some 1,500 persons 
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who sought shelter, but that care of the families’ pets 
was no small problem. 


From Alice, Dr. Richard O. Albert reported that 
there were no real problems involved in temporarily 
caring for 4,000 refugees. Most were local citizens 
who sought more sturdy shelter than their own 
homes. Boy Scouts in uniform served as messengers 
and errand boys. “A man with delirium tremens 
livened up the proceedings at one point, but he was 
easily quieted,” said Dr. Albert. “Also, there were 
five cases of whooping cough.” 

Dr. Edward T. Williams of La Grange sent a 
comprehensive report on how the disaster affected 
the Colorado-Fayette counties area. Among the influx 
of evacuees were many who had cardiac disease, 
asthma, and diabetes, and who had left their medica- 
tions behind. Children had respiratory infections and 
some impetigo; in addition, there was mild hysteria. 
One family had mumps and was isolated in a private 
home. In short supply were flashlight and radio bat- 
teries, disposable diapers, cots, blankets, special types 
of baby milk, children’s clothes, and distilled water. 

La Grange nearly doubled its population overnight, 
but had enough warning to make adequate prepara- 
tions to feed, clothe, shelter, and give medical care 
to the refugees. 


Dr. Williams also noted that the emergency hos- 
pital there is stored in seven stacks so that had it 
been essential, cots and blankets could have been 
used without disturbing any other parts of the hos- 
pital unit. 

In Gonzales, things went well in general, although 
there was considerable damage to property. Medical 
supplies and personnel were sufficient, but Dr. Louis 
J. Stahl of that community said that typhoid and 
tetanus inoculations should have been given to all 
who returned to the devastated areas; this was not 
done. He emphasized that plans are underway for 


more thorough organization in the event of future 
disasters. 


Dr. Herbert G. Liberty, Seguin, reported that ade- 
quate food, housing, and medical care were available 
for some 1,000 refugees. He also pointed out, “We 
think Seguin is fairly well organized to give emer- 
gency medical services, but since our experience in- 
cludes only a bare minimum of medical emergencies, 
I cannot efficiently evaluate this situation.” 

The Travis County Medical Society already had a 
flexible emergency plan under the direction of Dr. 
George W. Tipton; the applicable portions of the 
plan were effected to care for refugees. Approxi- 
mately 1,800 were sheltered; as the numbers in- 
creased, they were moved from several schools into 
the City Coliseum and the Municipal Auditorium. 
First aid stations were set up, and members of the 
medical society made the rounds of the shelters from 
four to six times a day. Nurses were on continuous 
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duty. During the emergency, 19 patients were moved 
to Brackenridge Hospital’s emergency room for treat- 
ment, but only three were admitted to the hospital. 
Rest homes cared for the aged and infirm without 
charge. Facilities were available for making infant's 
formulas and refrigerating them at the shelters. The 
Red Cross furnished children’s footwear when it be- 
came obvious that many children had left home bare- 
foot. Respiratory disease was a problem. 

Two women were admitted to the Austin State 
Hospital because of psychotic reactions, but most 
psychological reactions took the form of nausea, vom- 
iting, and diarrhea. Dr. Tipton said that there were 
few such reactions among young people, and that 
diversion provided by radios, TV sets, live entertain- 
ment, and games lessened tension. 

Hit simultaneously by the full fury of a tropical 
hurricane and an influx of shelter-seeking evacuees, 
including some that needed medical treatment, was 
the small community of El Campo. Dr. Lorraine 
Stengl reported that the hospital was not notified 
that patients from hospitals nearer the immediate 
disaster area were being sent to the El Campo hos- 
pital. In some cases, the patients did not really need 
to be hospitalized, but were sent there because it 
was considered a safe place. 

The real problem in El Campo was lack of com- 
munications. In the community's stated disaster plan, 


Who Is to Lead? 


Nixon, Texas 


Sept. 29, 1961 
T. E. Dodd, M.D., Chairman 
Committee on Emergency Medical Services 
Texas Medical Association 
1801 North Lamar Boulevard 
Austin, Texas 


Dear Dr. Dodd: 


The feeling at the time Carla was approaching our area 
was a concern about the lack of expressed or implied lead- 
ership. There were plenty of willing Indians to do the work, 
but it took quite a while for the chiefs to appear. 
There needs to be more than just a paperwork organization 
in the civil defense area, and the organization should be 
well publicized with plans in the hands. of physicians, 
public officials, and police officers. 
Who is really the responsible authority in situations of this 
sort? Civil Defense, the Sheriff's Office, Red Cross, State 
Police, National Guard, Governor's Office, [and many 
others} were all involved. 
We should know who to call on for supplies, and where to 
get them. Whoever assumes the leadership should be prompt 
and aggressive in solving problems as they arise, and even 
before they occur. 
Sincerely, 

/s/ Sam A. Nixon, Jr. 
Sam A. Nixon, Jir., M.D., Secretary 
Gonzales County Medical Society 





845 


a north side school had been designated for use as 
a building in which to set up the 200-bed emergency 
hospital. When refugees began pouring into the 
town, they were quartered in the school. Later, this 
question arose: If it becomes necessary to set up the 
hospital in the school, as originally planned, where 
should the refugees be sent? Neither city officials nor 
civil defense personnel had the answer, but since it 
was known that at least six hours would be needed 
to set up the hospital, it was felt that this would 
give some time to plan for and evacuate the refugees 
to areas farther inland. 

Dr. Stengl said she did not know which hospital 
farther inland would be prepared to accept and care 
for El Campo patients if they had to be transported 
out of the area. “If a similar disaster occurs we would 
admit only the really sick and injured during the 
alert,’ she said. “We think the patients evacuated 
from the immediate area should be sent to a third 
or fourth line hospital and not to a second line hos- 
pital such as ours was in this case. Such transfers 
should be made only after proper clearance with the 
hospital to which the patients are to be transferred. 

“We have asked the Gulf Circle Area Hospital 
Council, representing all of the hospitals in the 


District Emergency 


Listed below are the disaster districts of Texas, 
the headquarters cities of each district, and the names, 
addresses, and telephone numbers of the emergency 
medical directors in each district. All are directors of 
local health units. 

District 1-A, Dallas—Dr. J. M. Pickard, 1936 
Amelia Street, Dallas. LAkeside 6-7895. 

Sub-District 1-A, Fort W orth —Dr. Carl F. Jordan, 
1800 University Drive, Fort Worth. EDison 6-9241. 

District 1-B, Tyler—Dr. Jesse Goldfeder, 41614 
Bois d’Arc, P. O. Box 2039, Tyler. LYric 4-6651. 

District 2-A, Houston—Dr. L. D. Farragut, P. O. 
Box 4116, Houston. CApitol 8-8311, ext. 686. 

District 2-B, Beaumont—Dr. W. T. Weathington, 
246 Lake Shore Drive, Port Arthur. YUkon 3-3321. 

District 3-A, Corpus Christi—Dr. W. R. Metzger, 
1811 Shoreline, P. O. Box 49, Corpus Christi, TUlip 
2-6577. 

Sub-District 3-A, Harlingen—Dr. Thomas J. La- 
Motte, 186 N. Sam Houston Boulevard, San Benito. 
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surrounding 12 counties, to work out a plan for their 
counties should future evacuation of any hospital in 
this area become necessary. This plan should be 
integrated with the state disaster plan. 

“We are trying to work out a better communica- 
tions system based on an assigned radio frequency 
for medical use. This plan will use the hospital as 
the base station and there will be radio equipment 
in each doctor's car. We are asking other hospitals 
and communities in this area to plan for similar 
equipment. This we feel will be of value not only 
in a civil defense emergency, but can be used in many 
other ways throughout the years. 

“Most important, we must all learn where our own 
communities stand in the statewide disaster plan. We 
have to know where we can send casualties from 
here, and which hospitals and areas are backing up 
ours. We have to know how and where to get extra 
supplies. We have to know how and where to get 
medical personnel if we need them. 

“We were lucky this time; no one suffered from 
lack of medical care. We all pitched in and did what 
had to be done. Ours is one group that is going to 
find out more about disaster plans—ours, the state’s, 
and the nation’s.” 


Medical Directors 


District 3-B, San Antonio—Dr. M. M. Dorbandt, 
401 West Nueva, San Antonio 7. CApitol 7-5961. 

District 4-A, Midland—Dr. R. E. Johnson, P. O. 
Box 4905, Midland. MUtual 2-1676. 

Sub-District 4-A, El Paso—Dr. M. D. Hornedo, 
118 West Missouri, El Paso. KEystone 3-2631. 

District 4-B, Abilene—Dr. Robert L. Whitfield, 
2241 South 19th Street, Abilene. ORchard 2-8411. 

Sub-District 4-B, San Angelo—bDr. D. R. Reilly, 
City Hall, San Angelo. 9121, ext. 11. 

District 5-A, Lubbock——Dr. D. M. Cowgill, P. O. 
Box 998, Lubbock. POrter 3-1983. 

Sub-District 5-A, Wichita Falls —Dr. C. M. Parker, 
602 Broad Street, Wichita Falls. 322-5256. 

District 5-B, Amarillo—Dr. Albert Randall, 116- 
120 West Fourth, Amarillo. DRake 2-6562. 

District 6-A, Waco—Dr. N. M. Atkins, 605 
Columbus Avenue, Waco. PLaza 3-2441. 

District 6-B, Austin—Dr. B. M. Primer, 1313 Sa- 
bine, Austin. GReenwood 6-8311. 
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DISASTER DISTRICTS 
of TEXAS 


These are the disaster districts of Texas. In time of disaster, local officials in each district communicate 
with and coordinate relief efforts through the district council in the town listed (see p. 846). That district 
council then works directly with the State Disaster Council in Austin. Each of the 17 districts is autonomous 


in organization and nature. Serving on each district council is a physician who is the emergency medical di- 
rector. 
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3,000 Evacuees and Hurricane 
Hit John Sealy Simultaneously 


What happens to a medical center when 3,000 
evacuees and a hurricane hit it at one and the same 
time? 

When that center is Galveston’s University of 
Texas Medical Branch, its staff simply battens down 
the hatches and proceeds with getting the job done— 
adding to a legend of public service that goes back 
through other hurricanes, the Texas City disaster, 
and many other extra duty performances. 

Dr. Kenneth M. Earle kept a complete log of 
events, and it is from this material that the Journal 
takes its report. 

During Hurricane Carla, the Medical Center of the 
University of Texas accomplished its prime mission: 
no one suffered from lack of medical care. The Cen- 
ter cared for those injured during the hurricane and 
accompanying tornadoes. It gave uninterrupted, but 
at times reduced, care and service to about 640 regu- 
lar inpatients. It was the city’s most populous shelter, 
housing and feeding about 3,000 evacuees, plus sev- 
eral hundred dependents of its own personnel. It 
planned for, and maintained, an alert status for the 
care of large numbers of casualties, which fortunately 
did not materialize. 

Tension mounted during the unusually long “alert” 
period while Carla “stalled” off the coast on Sunday. 
Housing the large number of evacuees more than two 
days and nights taxed the endurance of the staff, the 
capacities of the buildings, and the supplies. During 
the storm, deep water and high winds hampered out- 
side movement. Power failure, damage to the physi- 
cal plant, and calls for exceptional emergency care, 
all occurring in a brief period of time, caused a true 
test of emergency planning and efficiency. 


Professional Services 


On Friday, September 8, the Disaster Committee 
of the John Sealy Hospital met to make preparations 
for the hurricane. Plans were made to obtain addi- 
tional supplies and for the hospital to go on alert 
Sunday morning. 
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The Acting Chief of Staff presided over establish- 
ment of specific assignments and duties. Plans were 
made for the hospital area, mass casualties, establish- 
ment of a morgue, message distribution, milk and 
food distribution, and for trash and sewage disposal. 

A central headquarters was set up in the office of 
the Director of Hospitals. Major responsibilities were 
delegated for major areas, and area chiefs set up their 
teams. 

Makeshift sleeping accommodations were arranged 
for staff members and their dependents. Most medi- 
cal personnel brought their own food; this was stock- 
piled and distributed at mealtimes. 

Each major area of surgery was manned by teams, 
and two triage areas were equipped, and each was 
manned at all times by at least two doctors. A shock 
area was established for evaluation and treatment 
of shock patients who entered the hospital. 

A surgical evaluation area was established in the 
operating suite, and plans were made for such con- 
tingencies as water and steam failure. 

“Normal” services also had to be maintained; dur- 
ing the hurricane period, 17 babies were delivered, 
three by Caesarean section. Some patients with chest 
conditions requiring suction drainage were taken off 
this therapy as a test run in case of power failure. 
All did well. When the power went off, improvised 
manual suction apparatus was used for a number of 
patients with tracheostomies in the pediatrics ward. 

Throughout the hurricane period, 273 persons 
were brought to the hospital for treatment but only 
23 were admitted as disaster victims. The most trying 
conditions were in the X-Ray department. There 
was a considerable drop in line voltage which made 
radiographic results unpredictable. Each film had to 
be developed by sight and by hand. A total of 212 
x-ray examinations were performed during the five- 
day emergency period. 

Only one person required psychiatric care as a 
result of the situation. In general, the psychiatric 
areas of the hospital were surprisingly quiet. In 
calamities, emotionally disturbed persons tend to re- 
integrate their emotional and intellectual functions, 
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and seem to mobilize against external threat rather 
than deteriorating further. 

Nurses worked 12 hour shifts. School of Nursing 
faculty members served as duty nurses on the wards. 


Problems in the Shelters 


At the request of various agencies, medical teams 
were dispatched to shelters throughout the commun- 
ity. Two residents and a: senior medical student who 
spent the hurricane in the county courthouse said 
they felt “useless” the first day and a half, but the 
official in charge later said that their presence was 
vital in preventing panic. When the tornado struck, 
there were 30 to 40 injuries—mostly small cuts from 
flying glass, a few blunt injuries, and sprained ankles. 
Although dirty and bloody, the one available elastic 
bandage was used repeatedly. Earlier requests for 
more bandages had not been met, but a supply of 
obstetrical packs had been sent. Gauze dressings were 
quickly passed out to each person to apply pressure 
to lacerations. One suture set had to be used three 
times. These sutured persons were given penicillin, 
were advised of the possibility of infection, and 
were told to have the dressing changed as soon as 
possible. Three patients with other conditions were 
sent to the hospital later, when the water receded. 

Routine treatment was given children with colds, 
fever, vomiting, and diarrhea. The medical team re- 
mained until the center was evacuated. 

After the tornado, the Acting Chief of Staff of 
John Sealy Hospital was advised that there were 
many wounded people in the Buccaneer Hotel, and 
that a triage operation would be necessary to deter- 
mine priority for transportation to the hospital. 

At the hotel a resident found mass confusion, with 
patients scattered over five floors. Help was organ- 
ized in roping off an emergency area in the lobby. 
Bed sheets were torn into bandages, and local phar- 
macies supplied drugs. A carpenter made splints; a 
baggage carrier was converted for use as a litter. It 
developed that only 30 persons needed treatment for 
minor wounds, and none required hospitalization. A 
sanitation and hygiene program was instituted. The 
resident left the hotel in charge of another physician 
who had arrived in the meantime. 


Other shelters likewise were served by medical 
teams. 


Physical Plant 


The employees of the physical plant began prep- 
arations early with knowledge based on previous ex- 
perience with hurricanes. Extra rain gear was pro- 
vided, totaling 75 sets of two piece trousers and 
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Fig. 1. This was the scene of destruction at approxi- 
mately the 2100 block of Broadway in Galveston. 
Added to the rubble was the danger of snapped 
electrical wires. A telephone company truck (right) 
brings crews to begin repairs. 


jacket sets and hip and knee length boots. Extra 
flashlights, batteries and bulbs, and Coleman gasoline 
lanterns and extra gasoline were purchased. The six 
trucks were checked and put in good running order, 
and extra gasoline was purchased. Later, six additional 
drums were provided by a local service station, and 
Humble Oil Company wrote off the cost. Batteries 
and motor oil were replenished. 


Portable water pumps were checked. Extra sand 
and burlap bags were ordered for sandbag dikes and 
door-stops in low areas. 


Monday afternoon, shorted overhead lines caused 
general power failure for the whole island. The Med- 
ical Center's emergency diesel generators went into 
action to supply limited power to the main John 
Sealy Hospital units. 

Reduced water pressure greatly affected the hos- 
pital, but for a time booster pumps were able to 
provide water up to the seventh floor. When the 
basement flooded about 4:30 a.m. on Monday, ‘the 
booster pump there was disconnected just in time to 
save its motors. Dozens of other electric motors in 
the basement were protected in the same way by 
workmen. Thus, 15 pounds of city water pressure had 
to be used, and it would serve only the first two 
floors of the main hospital buildings. 

Flooding of the basement interrupted air condi- 
tioning, compressed air supply, suction systems, elec- 
tricity for the kitchen, refrigeration of the kitchen’s 
cold rooms, telephone service, elevator service below 
the second floor, and drinking water refrigerators. 
Dozens of pieces of essential and auxiliary equipment 
were damaged or decommissioned. 


During Monday, the steam supply to the hospital, 
piped through the flooded basement, was kept on to 
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Figs. 2 and 3. In the same area, the tornado that 
smashed Galveston overturned this frame house. A taxi- 
cab was crushed beneath the house as it fell on its side. 


provide steam for cooking, hot water, steam for auto- 
claving, water stills, and glassware washing. Later, 
however, the steam was cut off because steam in the 
pipes was boiling the flood waters in the basement, 
presenting a hazard to the building. Thus, steam- 
connected services were eliminated. Supplies were 
on hand to begin some repairs, but high winds 
hampered the work. 


Coordination and Communications 


Communications were kept up by using black- 
boards in some areas and volunteer messengers in 
others. Extra supplies and power reinforcements were 
laid up in advance in an attempt to keep a functional 
telephone system. An emergency gasoline powered 


generator, brought by truck, was parked near the 
main switchboard. Southwestern Bell Telephone 
Company provided 10 extra instruments, 25,000 feet 
of inside wiring cable, 5 extra terminal strips, 500 
feet of solder, and other incidental supplies. Ten men 
from the telephone company were available for 
emergency call. Phone service within the Medical 
Center was interrupted from time to time, but work- 
men improvised temporary wiring to meet the needs. 
Usually, communications were adequate if not always 
convenient. 


Housekeeping Activities 


Unglamorous, burdensome, and vital were the de- 
mands and problems of housekeeping under such 
trying conditions. Preliminary arrangements included 
moving all paper goods, plastic bags, linens, equip- 
ment, and other supplies out of basement storerooms 
and making space for them in other areas. Also, 
books and laboratory supplies had to be moved, and 
all available bed space utilized and set up. During 
the storm, mopping up was a constant chore. Nine 
wet vacuum pickups were constantly in use until 
power failed, then work was done by hand. Linens 
had to be rationed. Accumulations of trash, lack of 
flushing facilities in upper-story commodes, and 
working in the dark in many areas were great prob- 
lems. 

The hospital’s Garwood truck was jammed with 
two days’ supply of trash before it could be taken to 
the city dump. At the height of the hurricane, un- 
sung workers made this trip through four feet of 
water. One man, riding on the hood of the truck, 
removed the engine's fan belt when its spray threat- 
ened to drown out the motor. But complete the trip 
they did, and once again there was storage space for 
the mounting piles of trash and garbage. A supply 
of 7,500 plastic bags, in 10 and 20 gallon sizes, was 
used for almost every needed container purpose. 

Operation of the laundry became impossible. Late 
Sunday, high wheeled trucks arrived from Houston 
to remove 30,000 pounds of laundry to be done in 
facilities offered by the M. D. Anderson Hospital 
and the Rice Hotel in Houston. 

Nineteen Naval Reservists helped with the clean- 
up, working steadily from 9 p.m. Wednesday until 
4 a.m. the following morning. They sanitized walls 
and floors of corridors, using 30 gallons of Osyl and 
Lysol. During and after the emergency, 40 gallons of 
these disinfectants were issued to such areas as blood 
bank, pediatric-premature unit, isolation units, dietary 
unit, and other key spots. 


“The image of a doctor? It’s what you make it.” 
—Clifford M. Peake, The AMA News, Sept. 18, 1961 
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Pharmaceutical suppliers provided extra disposable 
diapers, which reduced problems of sterilization. 


Mass Feeding 


Commenting on the mass feeding operation, the 
executive chef said, “The crew was wonderful and 
did a magnificent job. Nobody lost his temper.” 

From Sunday morning through Tuesday noon, 
about 4,500 persons were fed three meals a day. 
When power and steam failed, 6,000 to 8,000 
sandwiches were made for each meal. Milk, fruit 
juice, and fruit also was served. On the only gas 
stove in the kitchen, 25 gallons of coffee was kept 
hot. Paper service eliminated dishwashing. There was 
no shortage of food, since supplies had been pur- 
chased in anticipation of the emergency. Marine 
Corps amtracks brought in extra supplies from local 
retailers and wholesalers as it was ordered. Very 
little was lost from spoilage; freezers were packed 
with dry ice, and 10,000 pounds of meat and 4,000 
pounds of vegetables kept safely. 


Miscellaneous Events 


Medical students formed a hand-to-hand line to 
remove thousands of volumes from the Library's 
basement storage area. 

Evacuees were organized into stretcher-bearer 
teams to serve if needed. 

In the Outpatient Department building, where 
many evacuees were housed, a resident in obstetrics 
was on stand-by duty, since many pregnant women 
were present. 

A great variety of supplies, ranging from eye 
droppers to gauze sponges, were sent to Red Cross 
stations in shelters. Kaopectate and paregoric were 
in demand. 

A man representing himself as from the Salvation 
Army appeared and requested breakfasts for 4,000. 
When told that power was out but dry cereal and 
powdered milk could be supplied, he declined the 
offer. 

Complications of handling, removing, and storing 
such a vast and varied inventory as was in the phar- 
macy caused some delay in moving it, and heavy 
losses were sustained. All major pharmaceutical 
houses have volunteered to replace losses which origi- 
nated from their own companies. This will recoup 
about 75 per cent of the estimated $50,000 loss. 

Hand stretchers from the Center's 200 bed emer- 
gency hospital replaced wheeled litters to move pa- 
tients from a first floor emergency entrance to the 
second floor triage area. Cots from this unit also were 
used. 
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100,000 Refugees 


Fouston 


Disaster struck in Houston, but tragedy was 
averted. There was damage from Carla, but because 
preplanning for medical care in case of an emergency 
had been thorough and plans had been rehearsed, 
doctors in the Houston area handled the influx of 
refugees and the few casualties with efficiency and 
dispatch. 

When it became evident that Houston would be 
in the path of the storm, Dr. Joe Robertson, chair- 
man of the Harris County Medical Society's Disaster 
Committee, authorized the alerting of the 10 emer- 
gency disaster teams of doctors and nurses which 
cover all areas of Harris County. 

Headquarters for medical operations were set up 
in the offices of the Harris County Medical Society. 
At all times there was a direct line of communica- 
tion between that center and the headquarters of 
the Red Cross, where another physician, Dr. O. A. 
Fly, Jr., coordinated medical activities. It had long 
been understood that if the Red Cross ever took 
over relief operations in an emergency, the Medical 
Society would be responsible for all medical direc- 
tion. This clear cut delegation of authority, plus 
“staffing in depth,” resulted in efficient, smooth, and 
thorough cooperation between all agencies involved. 
A minimum of time was lost in setting up organiza- 
tional procedures. 


Life in the Shelters 


It soon became apparent that the needs for doc- 
tors, nurses, and medical supplies would be centered 
around the refugee shelters. At the height of the 
storm, 120 shelters were in operation, in which more 
than 100,000 evacuees were cared for. Countless 
others stayed in private homes. 

Members of the medical society were called upon 
to staff the refugee centers. They were placed on 
call, and remained ready to serve, either in person or 
by telephone. Uniformed nurses had set up first aid 
stations in all shelters. 

“Galen and Vesalius report for duty immediately,” 
broadcast at 15 minute intervals on the evening of 
September 10 over all radio stations and TV channels 
in the Houston area was the code alert for medical 
students to report to the Texas Medical Center. Al- 
though they were caught between semesters, approxi- 
mately 160 students responded within several hours. 
Medical students from Baylor University College of 
Medicine were dispersed among the shelters to work 
under the direction of the doctors in charge. Their 
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duties in the shelters were to review the general 
health of the refugees, to determine whether any 
person was ill, to pay particular attention to pregnant 
women near term, to be alert for signs of contagious 
disease, and to help provide for hygiene and sanita- 
tion and to act as an advisor to the Shelter Director. 

Many refugees often were brought in wet and cold, 
and without material possessions. Would-be authori- 
ties with no particular qualifications announced 
themselves as distinguished visiting physicians, and 
sometimes began directing voluntary health person- 
nel. This continued until the exact status of the 
“authority” could be determined. Once when high 
water and dangerous winds made it impossible to 
transport a patient to a hospital a block away and 
a physician could not get through to the shelter, a 
senior medical student delivered a baby. 

In one shelter alone, 150 infants required bottle 
feeding; a supply of baby bottles, nipples, steriliza- 
tion equipment, and milk were not readily available. 
At the request of officials, a local bottling plait sent 
an adequate supply of sterilized Coca Cola bottles 
filled with sterile water. A local druggist supplied 
nipples, milk came from the Red Cross, and the 
babies were fed. 

Another problem that had not been anticipated 
was a special shelter for patients from rest homes 
and for persons who needed careful nursing and 
medical care. Also, patients with diabetes and cardiac 
conditions evacuated and left their medicines behind. 

The Harris County Pharmaceutical Association 
and many representatives, detail men, and others 
volunteered to deliver supplies to shelters during the 
height of the storm. Innumerable physicians gave 
freely of their time and efforts, as did persons in 
many other groups. 


Disaster Medical Care 
Conference Planned 


Medical preparedness for disaster at the local level 
and the training of allied health professions will be 
featured at the 12th County Medical Societies Con- 
ference on Disaster Medical Care November 4 and 
5 in Chicago. 

The conference is sponsored by the American 
Medical Association’s Council of National Security. 
In addition to two symposiums, eight workshop ses- 
sions, corresponding to the Office of Civil Defense 
Mobilization regions, will provide status reports on 
medical disaster preparedness between state medical 
societies and state offices of civil defense. 

Registration fee is $10, and registrations may be 
made through the Council, American Medical As- 
sociation, 535 North Dearborn, Chicago 10. 


852 


Some students remained on call to set up an emer- 
gency 200 bed hospital if it were needed. Others 
helped to staff an emergency nursing shelter for 
evacuated patients of small Gulf Coast hospitals in 
the hurricane’s path. 


Communications Problems 


Throughout the emergency, an estimated 3,000 
messages were received and sent through the offices 
of the medical society. Periodic news releases were 
given to the various news media in an attempt to 
keep the public informed on the state of medical 
events. Mr. Bill Robertson, Executive Secretary, was 
instrumental in handling releases. 

Telephone service was interrupted in most of the 
city. An organization called Volunteer Emergency 
Radio Communications (VERCO) moved a two-way 
radio unit into the medical society’s offices. This unit 
was tied in with nearly 50 other units throughout 
the city and county in the care of the volunteer per- 
sonnel of VERCO. This medical channel of com- 
munications provided constant contact between Dr. 
Robertson, at the medical society headquarters, and 
Dr. Fly, at the Red Cross. 


Residual Problems 


After the period of medical emergency had passed, 
public health officials took over. Members of the 
local county medical society worked with representa- 
tives of public health in solving problems of sanita- 
tion, water supply, typhoid and tetanus vaccinations, 
and other details. Nearly 30,000 persons in the Bay- 
town area were given typhoid vaccinations. 

In the aftermath, there was a “gray area” in time 
during which the official responsibility of the Red 
Cross had ended, and that of the Public Health 
services had not begun. The question of payment for 
supplies during that time was in question. In the 
future, prior agreements might eliminate such diffi- 
culties. 

Dr. J. R. Schofield, associate dean of the Baylor 
University College of Medicine, cited two lessons to 
be learned from this experience: 


1. People who are displaced from their homes in 
a disaster situation need some kind of medical super- 
vision; in fact, they will demand it. “The medical 
profession has obvious responsibilities to prepare for 
any unexpected service and to give unselfishly such 
service when needed.” 

2. Medical supplies, including such basic materials 
as bandages, antiseptics, soap, and thermometers, 
should be stored in a central location for rapid dis- 
tribution when shelters are opened. 
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Control Center in Action 


State Marshals Its Forces For Carla 


Capricious Carla—with her 160-mile-per-hour 
winds, historic tides, and lashing rains—proved the 
efficacy of Texas’ defense and disaster relief organi- 
zation. Once again, the value of early warning, of 


planning, and of cooperation was shown beyond 
contradiction. 


The Alert 


Early Sunday morning, September 10, a group of 
men and women representing various state agencies 
and quasi-official relief organizations gathered in a 
sub-basement of the Texas Department of Public 
Safety building in Austin. Carla, already full-grown 
and furious, lay far offshore. She would strike, 
weather men predicted, sometime Monday afternoon 
in a region between Port Aransas and Galveston. In 
truth, her malevolent eye passed over Palacious essen- 
tially on the predicted schedule. The exodus of 
humanity from the impact area had begun on Satur- 
day; before the storm moved inland, the tide of refu- 
gees had swelled into the greatest mass evacuation 
of people in modern history. 


The Control Center of the State Disaster Council 
had been organized a decade earlier to react promptly 
and humanely to just such grim contingencies as 
threatening Carla. Under the general management 
of the Coordinator of the state Office of Defense and 
Disaster Relief, the organization had a simple credo: 
“To help in general relief and rehabilitation work 
in natural or man-made disasters.” The staff had re- 
mained in a state of readiness by conducting simu- 
lated alerts, and the practice had paid off hand- 
somely during such emergencies as the San Angelo 
and Waco tornadoes, the Raymondville flood, the Rio 
Grande flood. 


Thus, the Center’s personnel had learned to mar- 
shal the state’s full resources for instant action. The 
organization had a qualified staff and a highly ef- 
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ficient communications network which blanketed the 
entire state. Among its members were representa- 
tives from the Governor's office; the departments of 
Public Safety, Health, Highway, and Welfare; the 
Employment Commission; the office of the Adjutant 
General and Aeronautics Commission; the State Fire 
Marshal; and the Red Cross. The federal Office of 
Defense and Disaster Relief was represented, too; 
regional offices in affected areas of Texas could be 
alerted as necessary. 


In the interim between Sunday morning when the 
Center was activated and Monday afternoon when 
the storm moved onto the beach at Palacios, the State 
Disaster Council contemplated its strategy. Carla's 
outrider winds and high tides had already battered 
much of the coast, but reports were being received 
that damage was manageable by local officials and 
the people in the coastal areas. 


(continued ) 


TMA Offers Medical Aid 


Doctors from throughout the state, many from as 
far away as El Paso and the Panhandle area, tele- 
phoned the Texas Medical Association's Headquar- 
ters Building in Austin and offered their services in 
the areas devastated by Hurricane Carla. 


Early in the emergency period, Mr. C. Lincoln 
Williston, Executive Secretary of the Association, 
contacted officials of the State Department of Health, 
where all requests for emergency aid were being 
received and answered, and reported that doctors 
were ready to move into the area at any time. 


Association officials also called all county medical 
societies in the coastal region to find out whether 
medical aid was needed, but determined that physi- 
cians in these areas were able to cope with problems 
created by the storm. 





After a rapid inventory of vaccines and other sup- 
plies on hand for immediate use, the Center's Health 
Department representative found that large quanti- 
ties of 2 cc. disposable syringes were needed, and 
obtained them by the most expedient means. De- 
partmental laboratory and warehouse personnel pack- 
aged supplies and equipment for prompt delivery. 
The Executive Secretary of the Texas Medical As- 
sociation called and reported that a survey had indi- 
cated that medical facilities in the region of the hur- 
ricane were adequate, but that physicians through- 
out the state were standing by, in case their services 
were needed. Department of Public Safety officials as- 
sured that patrol cars would be used, if necessary, to 
transport supplies, equipment, and personnel. In ad- 
dition, the Civil Air Patrol placed two planes and 
pilots at the disposal of the Department of Public 
Safety on a stand-by basis 24 hours a day for the 
duration of the emergency. 

As Carla moved inexorably toward land, her posi- 
tion was plotted on huge wall maps from constant 
advisories prepared by the weathermen. Telephone 
communications grew worse, and all contact with 
local health departments in areas between Orange 
and Corpus Christi had to be routed through the 
Department of Public Safety network. By Monday 
afternoon, communications were nonexistent or, at 
best, sketchy and sporadic. Reports “Palacios under 
water,” “Tornado in Fulbright community,” “Freeport 
in need of drinking water” trickled in by various 
means, and the entire State Department of Health 
was alerted to the worsening situation. Supply points 
were established in Victoria and Houston to expedite 
the delivery of assistance. 

Confusion was compounded by false reports. One 
urgent request was received for water, antivenom, 
and typhoid vaccine for 50 people isolated at Port 
O'Connor. The report, picked up by a plane flying 
over the region and relayed via amateur radio to 
the Control Center, was in conflict with previous 
reports of total evacuation of Port O'Connor and 
complete destruction of the city by the storm. None- 


theless, a decision was made to fly in a public health 
physician at first light the next day. The trip was 
canceled at the last moment when State Health De- 
partment representatives in Port Lavaca gave positive 
assurance that there was no one in Port O’Connor 
except some thoroughly uncomfortable National 
Guardsmen. 

Similarly, another city was reportedly in des- 
perate need of antivenom for treatment of several 
cases of snakebite. A public health physician was 
flown in, but could find no one who had made such 
a request. The similarity of names of localities— 
Port Lavaca, Port O’Connor, and Port Aransas; Mata- 
gorda City and Matagorda County—together with 
sometimes inadequate communications, undoubtedly 
contributed to the confusion regarding origin of 
messages. 


The Clean-Up 


Countless hours of work still face the staffs of 
state and local health departments in administering 
inoculations, condemning contaminated foods and 
drugs, removing dead animals, conducting vector 
control campaigns, and rehabilitating water and 
sewer plants. Food and drug inspectors working in 
the disaster area from Corpus Christi to Galveston 
report that food stores condemned as unfit for human 
consumption because of storm-caused contamination 
will total millions of pounds before investigations 
are complete. Inspectors have the double problem 
of embargoing tainted merchandise and of prevent- 
ing scavenging among discarded goods at city dis- 
posal grounds. Eleven oyster shucking plants were 
destroyed and three others were extensively damaged 
during the hurricane. All bays containing oyster beds 
were closed pending an appraisal of damage, but har- 
vests have been resumed in many. 

Carla has gone, yet her aftermath lingers. None- 
theless, during the acute phase of the emergency, 
Texas acquitted herself proudly. 


With some 250,000 evacuees on the road, no serious automobile 
accidents occurred. This fact was noted by Dr. Edward T. Williams of 


La Grange and confirmed by a spokesman for the Department of Public 
Safety. 


TEXAS State Journal of Medicine, OCTOBER, 1961 





School of Nursing Receives Grant 


An investigation of what factors contribute most— 
and which contribute least—to the educational suc- 
cess and satisfaction of students in a school of nurs- 
ing is being undertaken by the University of Texas 
School of Nursing in Galveston. The five-year study 
is being supported by a grant of $145,000 from the 
Division of Nursing Resources of the U. S. Public 
Health Service, Miss Marjorie Bartholf, dean, an- 
nounced. 


The faculties and students of the University of 
Texas School of Nursing and a second accredited uni- 
versity school, now being selected, will participate in 
the study. 


Co-investigators named in the grant are Miss Bart- 
holf and Mrs. Lucille Moore, assistant professor of 
nursing. Also on the research team are Marilyn Wil- 
man, associate professor of nursing, and George D. 
White, research associate, both on the campus of the 
University in Austin, where the first half of the 
school’s four-year program is conducted. 


Identifying unknown factors which contribute to 
the academic and campus-life success and satisfaction 
of a nursing student will be valuable in improving 
methods of selecting and evaluating students, revising 
curriculums, and providing better student guidance, 
the planners feel. Collection of data will begin in 
September, when the progress in adjustment and 
achievement of students from their admission as the 
freshman class through to graduation will be studied. 

Would some students respond to their training 
better if their first patient contacts, during their 
sophomore year, were made with mothers, newborns 
and young children, rather than with adult patients 
in medical and surgical wards of training hospitals? 
That question was cited as one example of many to 
be explored. By giving different groups a chance to 
study under different systems—some by preference 
and others contrary to preconceived preferences—a 
new understanding of many involved factors will be 
sought, Miss Bartholf said. 

The research is part of many nation-wide efforts 
to combat the growing shortage of qualified nursing 
personnel. 


Cortisone Bank Aids Nephrosis Victims 


A cortisone bank for the benefit of patients with 
nephrosis is maintained by the Dallas chapter of the 
National Kidney Disease Foundation. Various steroid 
preparations may be purchased at cost through the 
bank. Physicians may obtain further information by 


writing Mrs. T. E. Norris, 3351 Navajo Place, Dallas 
24. 
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AMA Schedules Self-Help Training 


A program to teach American families how to 
survive a national emergency and how to meet their 
own health needs if deprived of a physician’s services 
has been outlined by the American Medical Associa- 
tion. 


The program consists of a reference manual and 
a formal training course. Subjects covered include 
radioactive fallout and shelter; hygiene, sanitation, 
and vermin control; water and food; shock; bleeding 
and bandaging; artificial respiration; fractures and 
splinting; transportation of the injured; burns; nurs- 
ing care of the sick and injured; infant and child 
care; and emergency childbirth. It is divided into 12 
lessons to be taught in a 16 hour period. 


This “Medical Self-Help Training Program” will 
be introduced in October to medical and health pro- 
fessions by the U. S. Public Health Service, in co- 
operation with the American Medical Association. 


Dr. Harold C. Lueth, Evanston, says that state and 
local committees on disaster medical care should pro- 
vide leadership in promoting the program. Selected 
persons will evaluate the program during several 
three-day workshops during the next three months. 
These persons will prepare to assume leadership in 
local efforts to promote the program. 


Carla Hikes Unemployment Claims 


Local offices of the Texas Employment Commis- 
sion in areas stricken by Hurricane Carla had re- 
ported, as of September 20, approximately 710 claims 
for unemployment insurance as a result of Carla's 
destruction of businesses and agricultural areas. 

As of the same date, an estimated 2,860 persons 
were without work. 

Local offices of the Commission handled orders 
for workers to clean up areas and assisted in refugee 
operations, directed destitute families to proper relief 
agencies, and worked closely with civil defense 
authorities throughout the emergency period. 


Emergency Hospital Funds Sought 


Congressional approval of $26,000,000 to expand 
the existing $200,000,000 civil defense medical stock- 
pile has been asked by President Kennedy. The extra 
funds, which would go to the Department of Health, 
Education, and Welfare, would be used to increase 
from four days to 30 days the operational capability 
of 1,900 emergency hospitals and to provide 1,000 
more emergency hospitals. 














Rebuilding the public image of the American 
physician and individual responsibility in telling 
medicine’s story to the public. 

These two points were emphasized at the seventh 
annual Public Relations Conference on September 
30 at the Texas Medical Association Headquarters 
in Austin. 

Registration totaled 626, a new attendance record 
for the Conference. Among the registrants were 203 
physicians who attended sessions of the Orientation 
Program, held simultaneously with the Public Rela- 
tions Conference. 

Dr. Harvey Renger, Hallettsville, president of 
TMA, opened the conference with an address on the 
subject, “It Could Happen Here”. Other features 
that drew the attention of the record crowd were 
five guest speakers, panel discussions on “Priority 
Public Relations Projects for the Year Ahead” and 
“County Society Public Relations Panorama”, numer- 
ous committee and council meetings, presentation of 
the first Harriet Cunningham Memorial Fellowship 
in Medical Writing, and the Texas-Texas Tech foot- 
ball game. 

Heading the speakers’ list were Charles E. Irvin, 


PR Conference Speakers Stress 
‘Image’, Individual Responsibility 







Leo E. Brown of Chicago, assistant to the executive vice-president of American Medical 


Ed.D., Ormond Beach, Fla., General Motors Corp.; 
Dr. Durward G. Hall, Springfield, Mo., Representa- 
tive in Congress, Fifth Congressional District in Mis- 
souri; Leo E. Brown, Chicago, assistant to Executive 
Vice-President, American Medical Association; Rob- 
ert W. French, Ph.D., New York, president, Tax 
Foundation, Inc., and H. Lewis Rietz, Houston, presi- 
dent, Health Insurance Association of America. 

Dr. May Owen, Fort Worth, immediate past presi- 
dent of TMA, presented the first Harriet Cunning- 
ham Memorial Fellowship in Medical Writing to 
Miss Gladys Barrileaux of Beaumont. Also introduced 
at the presentation were Mrs. Percy M. Cunningham, 
Waco, mother of Miss Cunningham, and DeWitt C. 
Reddick, Ph.D., director of the School of Journalism 
at the University of Texas. 

Following the conference, physicians and their 
guests attended a hospitality hour and buffet given 
by the Charles O. Finley Company at the Driskill 
Hotel. The company also provided chartered buses 
to Memorial Stadium for the football game. 

The speakers previously named spoke to a com- 
bined audience of orientees and visitors attending the 
public relations conference. 


Association, inspects pamphlets and brochures, some of the ‘“Ammunition’’ that he had de- 


scribed earlier in his address at the Conference. 









H. Lewis Rietz of Houston, president of the Health 
Insurance Association of America, addresses the closing 
session of the Conference. 


Brown: “Town Crier” 


The real crux of medicine's problem, as seen by 
Mr. Brown, is that “we are just not telling our story 


often enough or loud enough for everyone to hear”. 


Current attacks are not confined to medicine and 
the medical profession, he said, but rather to a funda- 
mental difference in political philosophy. For exam- 
ple, review of testimony by proponents of the King- 
Anderson bill before the House Ways and Means 
Committee reveals that approximately 75 per cent 
of the remarks were devoted to an attack on the 
American Medical Association and not to the basic 
issues involved. 


The real tragedy, Mr. Brown added, is not in the 
false accusations, but in the reluctance of AMA mem- 
bers to “cry out in righteous wrath against such false- 
hoods”. The objective of the profession is still to 
provide the highest quality of medical care to all 
Americans at a price commensurate with the cost 
of all other goods and services. 


Although the major emphasis must be placed on 
the legislative struggle, sound public service and 


public relations programs must continue to demon- 
strate physicians’ interest and concern in all matters 
relating to health and medical care. 


“We must all become ‘Town Criers’ to tell medi- 
cine’s story and to defend its policies,” he concluded. 
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te oe 
Charles E. Irvin of Ormond Beach, Fla., representa- 


tive of General Motors Corporation, is pictured during 
his speech at the morning session. 


Robert W. French of New York, president of Tax 
Foundation, Inc., and first speaker at the afternoon 


session, emphasizes a point in his speech entitled ‘’You 
and Congress’’. 


French: “You and Congress” 


Fundamental fiscal issues facing the nation were 
discussed by Dr. French, who urged physicians to 
voice their views on all issues—not just those con- 
cerned with the medical profession. 





Dr. R. Mayo Tenery of Waxahachie, standing, opens panel discussion on priority public 
relations projects. Seated behind him are Drs. Everett C. Fox of Dallas; Foy H. Moody of 
Corpus Christi, moderator; A. Fletcher Clark, Jr., of San Antonio, and Mr. Leo Brown. 


He lamented what he termed the “consistent fail- 
ure of Congress to give a total picture on fiscal af- 
fairs”. As citizens, physicians should convey to their 
congressmen their views on such issues as: 

1. Should the budget be balanced? 
2. How big should it be? 
3. Should Congress try to improve control of 
spending? 
4. How should the U. S. tax system be revised? 
5. What should be done about the federal debt? 
6. How should economic growth be speeded? 
7. What should be done about inflation? 
In the past 30 years, this country has had 25 years 


of deficit spending, he said. Federal budget expendi- 
tures for 1962 probably will reach $91,000,000,000, 
a record peacetime budget, and nearly $10,000,- 
000,000 more than the 1961 total. One-fourth of the 
budget, he added, represents non-defense spending. 

“Between 1955 and 1961,” Dr. French stated, 


“national security spending increased 15 per cent 
while domestic-civilian spending jumped 48 per cent. 
If the steady deterioration of the international scene 
requires increased defense spending, the only rational 
course is to hold down what is less essential.” 


Members of the medical profession were urged to 
inform themselves on fiscal and economic problems, 
to assume the responsibility of informing others, to 
present their views to members of Congress “who 
need and want your help”, and to support the organ- 
izations created to do the job of speaking up for the 
profession. 


Rietz: “Here We Go Again” 


In the health care area, the separate problems of 
the medical profession, hospitals, drug industry, and 


Panelists in County Society Public Relations Panorama tell some of their ‘trade secrets’. 
From left to right: Mr. Roy Cates, Austin; Dr. Richard O. Albert, Alice; Dr. A. Rex Kirkley, 
Belton; Dr. William H. Gordon, Lubbock; Dr. Joe R. Donaldson, Pampa (moderator); and Dr. 


Floyd A. Norman, Dallas. 
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health insurers are fused into one objective: to main- 
tain the integrity of the voluntary insurance health 
care program for the greater benefit it affords society, 
in contrast to any other system. 


Prepayment of health care costs is here to stay, 
Mr. Rietz said. Surveys by insurance and consumer 
research organizations reveal that the public both 
demands and appreciates such plans. Despite this 
optimistic picture, the speaker added, there must be 
recognition that health care needs “can be met more 
effectively tomorrow than they are today.” 


At least 132 million Americans (73 per cent of 
the population) have protection against health care 
costs. Consumer survey findings of public willing- 
ness to spend more for broader benefits indicate that 
the trend toward coverage will continue. Progress 
in the voluntary health insurance field has been based 
on the historic socioeconomic concepts of individual 
freedom, opportunity, and responsibility. 


The challenge today is financing health care costs 
for the aged. To meet this challenge, Mr. Rietz of- 
fered four suggestions: 


1. Promotion of the means now available, includ- 
ing public assistance programs for the indigent, Kerr- 
Mills legislation for those over 65 with limited in- 
comes, and existing voluntary prepayment systems. 


2. More economic and more effective means with- 
in all elements of the present structure, including 


self-improvement, more comprehensive coverages, 
lifetime coverages, and coverages for issue to senior 
citizens. 


3. Control by the medical profession and hospital 
administrators of over-utilization of hospital facili- 
ties, diagnostic procedures, drugs, and other therapy. 

4. Improvement of understanding and communica- 
tion within segments of the health care complex to 


prevent even minor abuses which add to health care 
costs. 


Renger: “It Could Happen Here” 


A landslide of governmental health programs of a 
compulsory nature, led by the King-Anderson bill, 
was forecast by Dr. Renger for the next Congres- 
sional agenda. To emphasize his theme that “it could 
happen here,” he projected statistics of the National 
Health Service of Great Britain on the population of 
the United States. 


Under the plan, the average patient’s fee would 
be $2.35. A physician would see 100 patients per 
day, would have to refer a majority to the hospital, 
and would devote three minutes to each patient. 
Such a situation would stretch the physician's con- 
science to the maximum. “You would soon notice 
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disrespect from patients, who will demand more be- 
cause it will not cost them any more as an indi- 
vidual,” Dr. Renger said. 

- Other undesirable practices under the system 
would be assignment of specialists to patients “be- 
cause you are next in line”, no records furnished, 
fixed salary, long waits for hospital beds, and an 
average hospital stay of 20 days, instead of the 
present 6. 

“From 1943 to 1945, England received the same 
tactics that supporters of the King-Anderson bill are 
giving us now,” Dr. Renger said. He emphasized that 
now is the time to act, and said that the House of 
Representatives is “our one line of defense”. By the 
time Congress. reconvenes in January, “the die will 
be cast”. 

Dr. Renger also stressed the importance of the 
vendor's medical care program as a weapon against 
the King-Anderson bill. “It must be effective, for if 
it fails, we will have nothing to present Congress as 
an alternative.” Physicians were told to watch three 
things: over-utilization of the Kerr-Mills provisions, 
overcharges by doctors, and overcharges by hospitals. 
“These abuses will be blamed on doctors,” the speaker 
added. 

“If we can accept this important responsibility in 
the true light of our profession, each state can fulfill 


its obligation without federal or national control,” 
he concluded. 


Irvin: “Inside Story of Outside Chance” 


The public image of a profession eventually 
affects the sale of physicians’ services and the frame 
of reference in which they work, Dr. Irvin said. 

He outlined three points in better public relations 
as (1) counteracting negative impressions, (2) 
boosting the effect of the good impressions physi- 
cians now have, and (3) creating additional good 
impressions. . 

Correction of a bad impression involves timing, he 
said. “We must dedicate ourselves to telling the pub- 
lic we have a dignified area to live up to.” The pub- 
lic judges a product through its salesmen. Doctors 
sell service by having a “knowledge of, liking for, 
and confidence in it”. 

Dr. Irvin emphasized careful selection of personnel 
as a means of “preventive planning”. He admonished 
his audience to make every member of the staff a 
public relations outlet. “Too often,” he said, “we fail 
to realize that we serve people and that people 
change. We know them from identity, but we need 
to know them by continuity.” 

The best public relations begins at home, he said. 
“Live better and then tell us about it. You can be 
the Albert Schweitzer or Tom Dooley of your own 
community.” 





Hall: “Is the Effort Worth It?” 


An awakening to the basic duties of all Americans, 
after a long Rip Van Winkle nap: this was the way 
Dr. Hall described the doctor’s citizenship responsi- 
bility. “Responsible Americans, whether doctors or 
peanut vendors, can no longer be smug and compla- 
cent,” he said. 


As a freshman member of the House of Repre- 


sentatives, the surgeon-congressman drew on his ob- 
servations to describe the extent to which govern- 
ment, instead of being directly responsible to the 
people, has reverted to organized, well-financed pres- 
sure groups. In self-defense, those who believe in con- 
stitutional government have been forced to direct 


Passengers in Dr. Mil- 
ler’s plane for the return 
trip to Dallas are Dr. and 
Mrs. Milton Davis. Dr. 
Davis is chairman of the 
Committee on Military 
and Veterans Affairs. 


Many physicians flew 
into Austin for the meet- 
ing. Among them was Dr. 
J. E. Miller of Dallas, 
who piloted his own 
plane. Dr. Miller, chair- 
man of the Council on 
Scientific Advancement, 
had flown to Austin from 
another meeting in Mi- 
ami, Fla. 


their own professional or trade groups to engage in 
political activity. “Personal contact in the current 
war of ideas is the way to make the public under- 
stand . . . the drastic effect government control 


would have on the quality of medical care,’ Dr. Hall 
said. 


The real challenge of our time—the basic, yet over- 
riding issue—is whether the United States will con- 
tinue along the path of constitutional government 
in a republic, as envisioned by the nation’s founding 
fathers, or whether it will resort to the questionable 
benevolence of a welfare state. “This is the issue,” 
Dr. Hall stated, “not just socialized medicine, or 
federal aid to education, or the others”. 
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The speaker called professional organizations the 
greatest tools for becoming informed and keeping 
abreast of the issues of the day. Nevertheless, he 
urged his audience “to take the next logical step of 
becoming evangelical outside of our own professional 
circles”. 

Active political participation, he said, is the key 
to influencing the selection and election of good 
men. 


“Priority PR Projects for Year Ahead” 


Dr. Foy H. Moody of Corpus Christi was mod- 
erator of the panel discussion in the morning. Other 
participants were Dr. R. Mayo Tenery, Waxahachie; 
Dr. Everett C. Fox, Dallas; Dr. A. Fletcher Clark, 
Jr., San Antonio, and Leo E. Brown, Chicago. 


Tenery: “Doctor-Patient Relations” 


Dr. Tenery recommended more personal interest 
in the patient to promote better doctor-patient rela- 
tions. The most common complaints that are voiced 
are that doctors are difficult to see, too busy to give 
each patient full attention, prone to keep patients 
waiting in the office, difficult to obtain for emer- 
gency care at night, and likely to overcharge. 

In general, the speaker said, these complaints have 
stemmed from unfortunate incidents in which doc- 
tors have failed to show the personal interest that 
was expected. More care in scheduling appointments 
will eliminate much of the waiting. If the doctor is 
delayed by an emergency, genuine concern and an 
explanation will ease the patient's irritation. 


Dr. Tenery also suggested personal explanation of 
items on the patient's bill. 


Dr. H. E. Whigham, 
McAllen, (second from 
left) presents certificate 
for 100 per cent partic- 
ipation in American 
Medical Education 
Foundation fund-raising 
campaign to Bell Coun- 
ty Medical Society. Dr. 
N. C. Hightower of 
Temple accepts the ci- 
tation as Dr. Herbert 
Bailey, Dallas, left, and 
Dr. Nelson L. Schiller, 
Austin, look on. 
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“Oscar” fascinates several future nurses, who assisted 
TMA staff members during the Conference. 


“We know that less than two per cent of doctors 


are guilty of overcharging, yet the whole profession 
must take the blame,” he said. 


Fox: “Explaining Medical Care Costs” 


Criticism of rising costs of medical care does not 
recognize that all prices do not rise at the same time 
in an extended period of inflation. With charts and 
graphs, Dr. Fox illustrated his statements that labor, 
food, and housing costs increased earlier than medical 
costs. For example, in the period from 1939 to 1959, 
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food costs increased 55.5 per cent, as compared to 
the medical care cost increase of 3.2 per cent in the 
same period. 


Major increases in medical care costs since 1946 
have been in hospitalization and prepaid health in- 
surance, the speaker pointed out. Since 1940, the 
physician’s percentage of the medical care dollar has 
decreased from 30 cents to 25 cents, while private 
expenditures have risen from three to eighteen bil- 
lion dollars in the same period. 


Clark: “Promoting Medical Careers” 


In promoting medicine as a career, educational fa- 
cilities must be increased for the training of teachers, 
nurses, technicians, administrators, and biological and 
physical scientists, as well as of physicians. 


Dr. Clark cited the financial problem as the most 
pressing one for prospective medical students and 
their parents. The high school graduate faces seven 
or eight years of school, at a cost which will run 
between $14,000 and $20,000. When total education 
and loss of earning power while it is being obtained 
are considered, the cost may range from $34,000 to 
$55,000. 


Personal recruitment, sponsorship of Future. Physi- 


cians Clubs, work with high school counselors, pro~ 


motion of Career Days, sponsorship of pre-med clubs 
in colleges, and development of local loan and schol- 
arship funds all help promote medical careers. 
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Brown: “Ammunition” 


Understanding, interest, concern, and empathy will 
offset the lack of communication between doctor and 
patient, Mr. Brown stressed. He suggests itemized 
bills to alleviate complaints of overcharging, and 
recommends the use of materials from Texas Medi- 
cal Association and the American Medical Associa- 
tion for projects of county medical societies and 
auxiliaries. 


In promotion of medical careers, he listed three 
AMA projects. Information kits have been sent to 
13,000 guidance teachers, two million pamphlets en- 
titled “The Opportunities and Rewards of Medicine” 
have been distributed, and Science Fairs have been 
sponsored in high schools. 


The ammunition is available, but “we must have 
individuals to handle the armaments, people to aim 
at the target we want to reach”. 


“County Society PR Panorama” 


Dr. Joe R. Donaldson of Pampa was moderator 
for the afternoon’s panel discussion of techniques 
for county medical society public relations programs. 
Panel participants included Roy J. Cates, Austin; 
Dr. A. Rex Kirkley, Belton; Dr. Richard O. Albert, 
Alice; Dr. William H. Gordon, Lubbock; and Dr. 
Floyd A. Norman, Dallas. 
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Cates: “Utilizing Television Effectively” 


Mr. Cates told the audience of a 13-program, 
medical information series, produced for less than 
$300 by Travis County Medical Society. Listeners 
called in 56 questions during the first 30-minute 
program. The questions which were not answered 
during the telecast for lack of time were answered 
individually by letter. Programs involving questions 
and answers were written in laymen’s terms for 
better understanding of the subject material. 

Procedures which the group found beneficial in 
presenting the programs were preparation of a script, 
use of the same moderator for the series, four to six 
rehearsals for each show, and public recognition for 
the individuals who were closely allied with the 
series. 


Kirkley: “Phyicians’ Speakers’ Bureau” 


A speakers’ bureau, in addition to being an excel- 
lent medium for health education, is an excellent 
mechanism for getting across medicine’s viewpoint 
on legislation and timely socioeconomic issues. 

Within each county medical society are members 
qualified to speak on various medical topics. The 
problem is to simplify these talks to the point that 
they will be understood by the audience. In Bell 
County, the medical society sent a letter to county 
organizations, including service clubs, churches, civic 
groups, P-TA’s, and other related organizations. The 
letter emphasized the society's desire to be helpful, 
listed the speeches available, and enclosed a list of 30 
medical motion pictures for lay audiences. 

The function of a speakers’ bureau can be in- 
creased through newspaper publicity on the speaking 
engagements of members. Most newspapers cooperate 
by carrying stories on speaking engagements and a 
brief summary of the talk following the meeting, 
Dr. Kirkley said. 

“Any effort you put into setting up a speakers’ 
bureau in your county society will prove rewarding 
in terms of good will created with the general pub- 
lic,” he concluded. 


Albert: “Acquainting Newcomers with Medical Facilities” 


A letter to acquaint newcomers with medical care 
and hospital facilities in Alice was devised by the 
Brooks-Duval-Jim Wells Counties Medical Society. 
The project was described by Dr. Albert, who recom- 
mended it for use by a small medical society. 

The letter described the Physicians and Surgeons 
Hospital in Alice, its bed capacity, equipment, and 
facilities. The number of doctors in the community 
and their fields of practice were described, as well 
as ways of reaching them in case of emergency. 

With approximately 30 new families coming into 
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Dr. Pat Ireland Nixon of San Antonio is welcomed by 
TMA staff member, Mrs. Mary Lyons. 


the community per month, Dr. Albert said that the 
letter was a means of welcoming newcomers, as well 
as of informing them of the nature of medical care 
and hospital facilities available. 


Gordon: “Medicine and the Press” 


Amiable cooperation between’ the press and the 
medical profession is basically a local problem, which 
can be resolved through a spirit of mutual respect. In 
outlining the causes for friction between the two 
professions, Dr. Gordon said, “One must realize that 
there will always be some unreasonable, uncoopera- 
tive, prejudiced newsmen, just as there will always 
be paranoid component medical societies.” 


Press-medicine relationship has improved in the 
past few years. There is every reason to believe that 
an era of even better relations is in the making, 
Dr. Gordon said, if physicians and newsmen in each 
city will approach their differences with a sense of 
mutual respect and a willingness to work together. 

The speaker recommended that each physician 
start in his own community to earn respect for the 
profession. Development of a friendly relationship 
with newsmen through personal, private discussions 
will lead to cooperative programs of mutual benefit. 

“We must not allow ourselves to become inflexi- 
ble and intolerant, nor to deny the right of others 
to hold views which may differ from our own,” he 
said. 





Norman: “Medicine and Desegregaticn Issue” 


The Dallas County Medical Society, with the Dal- 
las Bar Association, Greater Dallas Council of 
Churches, and Citizens Council sponsored educational 
efforts to prepare for school desegregation this past 
September in Dallas. The common goal was to avoid 
injury to the mental and emotional health of the 
children. 


“The moral or spiritual issue was not raised; the 
job was to preserve the health of the community and 
to protect the children,” the speaker said. 


Members of the medical society were asked to 
interpret the dangers to the health of the community 
that would result from violence. Medical aspects of 


this problem were discused in conferences, in group 
meetings, and in written pamphlets, Dr. Norman 


‘ said. A speakers’ bureau used both white and Negro 


doctors for talks with citizen groups. A motion pic- 
ture on the preventive health aspect of avoiding 
violence was shown widely to individual groups and 
on television. 

Desegregation in Dallas permitted the medical 
society's members to work closely and effectively 
with lawyers, the clergy, and other community leaders 
to preserve the health of the community’s citizens. 
The medical society’s role in desegregation was not 
a public relations idea of the society, Dr. Norman 
stressed. The role developed when the society was 
asked for help and support. 


A Profession—Its Primary Characteristic 


Without it, no group, no matter how scholarly it may be; no association, 
no matter what the titles of its members; no assembly of striking individuals, no 
matter what may be the depth of their culture, is truly entitled to the proud 
name of profession. From the earliest times, this primary characteristic has been 
the hallmark of the professional men when such men have lived up to their 
high ideals. The members of a profession minister to the people. 


—Quoted by Dr. Leonard W. Larson in his inaugural address. 
From a speech by Dr. Vannevar Bush to the American Col- 
lege of Surgeons. 


From time to time, sterile arguments break out about the best person to 
educate the public in health matters, but it would seen that no one profession or 
branch of a profession has a monopoly. The engineer may be the best person to 
instruct on prevention of accidents in the home or on sanitation; the public 
health nurse may be the only one who can gain the confidence of women in an 
area full of taboos; sometimes, only the local social leader can persuade people 
to take some obvious step for their own good. But with all this, the medical 
profession must see to it that they do not lose their opportunities for leadership 
in this field as a whole; the trusted family doctor can get results where nobody 
else can, and the medical association can and must speak with the voice of 
authority to the public. 


—World Medical Journal 
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Executive Board Action 


Blue Cross Vendor's Program Endorsed; 
Three Resolutions to AMA; Osteopaths Not Accepted 


In one of its most productive sessions, the Execu- 
tive Board of Texas Medical Association meeting 
Oct. 1 endorsed the state’s contract with Blue Cross- 
Blue Shield to administer the funds provided by the 
new vendor's medical care program; approved three 
resolutions to be presented to the AMA Clinical 
Meeting in November; and reaffirmed Association 
policy on the relationship of doctors of medicine and 
doctors of osteopathy. 


Board of Trustees 


The Trustees considered special studies prepared 
by the headquarters staff on the maintenance of the 
building, the cost of producing the Texas State 
Journal of Medicine, and on advertising revenue. 

Although the mortgage was cleared two years ago, 
the Association is currently spending $29,000 an- 
nually for operation and maintenance, discounting 
depreciation and obsolescence. This represents about 
7 per cent of the current operating budget. 

Trustees are concerned about the loss of revenue 
from Journal advertising; this year it probably will 
amount to $88,000, as compared with $96,000 last 
year and $121,000 two years ago. Primary cause of 
the decline is the continuation of hearings on the 
drug industry by Senator Kefauver, and the resultant 
decrease in expenditures for advertising. However, 
advertising revenue is increasing again, and an aggres- 
sive selling program is being undertaken by the staff. 

Journal printing costs continue to climb. They 
probably will total more than $70,000 this year, as 
compared with $45,000 six years ago. 

Despite these areas of concern, the fiscal affairs of 
the Association are in good condition. The present 
Board of Trustees never has incurred deficits, and 
again this year the margin of revenues over expendi- 
tures should be adequate. 

Total value of investments in the Dr. S. E. Thomp- 
son Fund now amounts to $910,000. At the time the 
estate of Dr. Thompson was received in 1958, stocks 
and securities were valued at $509,000. The Trustees 
embarked upon a program of investments. With the 
assistance of rising stock prices, the value had climbed 
to $750,000 by March, 1959. At that time, the 
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monies were placed with Investors Diversified Serv- 
ices. Association funds with Investors Diversified 
Services also have continued to appreciate in value. 
They presently are worth $581,000, as compared with 
$462,000 two and a half years ago. 

During the summer, the Trustees endorsed a new, 
nonprofit Blue Shield plan for the state. The Execu- 
tive Director, Mr. Walter R. McBee, pointed out that 
mutual assessment companies have been handicapped 
in their operations by growing restraints and increas- 
ing regulations. 

To achieve greater flexibility, the board of direc- 
tors of the Blue Shield plan agreed to establish a 
limited capital stock insurance company. This firm, 
the Group Life and Health Insurance Company, is 
functioning, and is writing group medical and surgi- 
cal insurance as well as some group life insurance. 
Eventually this company, which is chartered as a 
statewide mutual assessment insurance company, will 
replace the Blue Shield corporation. It will have the 
same management, officers, board of directors, and 
the identical interest as the present Blue Shield cor- 
poration. 


Board of Councilors 


Scurry County was authorized to join Nolan-Fisher- 
Mitchell Counties. Physicians in the four counties 
will reorganize as Colorado Basin County Medical 
Society. 

The Councilors discussed the American Medical 
Association House of Delegates’ action on relation- 
ships between doctors of osteopathy and doctors of 
medicine which allows individual state organizations 
to determine policy. However, they upheld their 
previous ruling that voluntary professional relation- 
ships between doctors of osteopathy and doctors of 
medicine are unethical. 

The Board recommended that Texas Medical As- 
sociation discontinue its General Practitioner of the 
Year Award. Although the award has afforded favor- 
able publicity concerning the doctors of Texas, the 


' Councilors believe that an even greater service will 


be rendered by development of an award that can be 
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presented to any outstanding member of the Texas 
Medical Association. 

Councilors reported that the Committee on Con- 
tract Medicine has recommended opposition of any 
legislation which might modify the present law that 
eliminates practice of medicine by a corporation or 
any unauthorized person. 


Executive Secretary 


In collaboration with the President and the Gen- 
eral Counsel, the Executive Secretary and his staff 
have worked to implement fully the legislative com- 
munications program the House of Delegates ap- 
proved last April. Primarily, this meant fighting the 
proposal for medical care for the aged through the 
social security system. Physicians and their wives 
were encouraged to participate, and presidents of 
county societies were asked to purchase space for the 
institutional advertisement, “Medical Care for the 
Aged”, in all daily and influential weekly newspapers. 
Thirty societies requested 68 mats. It was the first 
time that many societies had purchased newspaper 
space. 

A message Dr. Edward Annis prepared for the 
Association was taped and filmed for television dis- 
tribution. County societies have sponsored 13 presen- 
tations of the 30-minute program in metropolitan 
communities; several other showings are scheduled 
for next year. County societies have spent approxi- 
mately $6,000 on time for these programs. 

Editorial kits on health care of the aged were sent 
to public relations chairmen of county societies. Such 
kits aid in preparation of editorials and news stories. 
Public relations chairmen have been asked to deliver 
the kits personally to newspaper editors in their 
counties. An additional 102 kits have been ordered. 
Requests have been made for 86 speakers’ kits which 
provide model speeches and essential background 
information for persons speaking on medical care for 
the aged. 

County societies have been informed of the avail- 
ability of a new color film, “Old Man Young”, which 
presents a positive view of the later years of life. 

Individual physicians can distribute three pam- 
phlets, “Medical Care for the Aged”, “Socialized Med- 
icine and You”, and “A Family Doctor Looks at So- 
cialized Medicine”. All are available from the head- 
quarters office. 

The Woman's Auxiliary is sponsoring “Operation 
Coffee Cup”, a message on socialized medicine re- 
corded by Ronald Reagan. Auxiliary members are 
inviting women into their homes to hear the record, 
and county societies may use the record. 

Headquarters staff speakers also have carried the 
legislative message directly to county societies. Dur- 
ing the past summer the staff concentrated on visits 
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to small county societies, requesting an opportunity 
to visit with all of these societies that were meeting. 
Twenty-two societies responded, including several 
which previously had not extended an invitation to 
a state officer or a staff representative. 

In early August, Dr. Harvey Renger testified be- 
fore the House Ways and Means Committee. Dr. 
Renger was accompanied by 23 physicians and Asso- 
ciation representatives, as well as officers of the 
Texas Dental Association, Texas Hospital Associa- 
tion, Texas Nursing Home Association, and Health 
Insurance Council of Texas. During the day, physi- 
cians conferred individually with their own congress- 
man reporting the Association’s positive program and 
philosophy on medical care for the aged. In the 
evening, the Association was host to congressmen and 
their wives at a dinner. 

Since 1962 is an election year, an all-out fight on 
the medical care program can be expected. The Presi- 
dent of the United States intends that this legislation 
be given highest priority next year. 


AMA Delegates 


Texas delegates to the American Medical Associa- 
tion recommended that the TMA President appoint 
several individuals to represent Texas physicians at 
the meeting of the American Medical Political Ac- 
tion Committee during the AMA Clinical Meeting in 
Denver next November. 


Council Reports 


Annual Session—Twenty-three out-of-state guest 
speakers have accepted invitations to attend the 1962 
Annual Session, and five more are expected to accept. 
Ciba Pharmaceutical Products will sponsor its closed- 
circuit television system, Eidophor, at the 1962 meet- 
ing, providing facilities and technical personnel at 
no cost to the Association. All scientific programs of 
the meeting are scheduled for the Municipal Audi- 
torium, Austin. 

The Executive Board approved three format 
changes recommended by the Council for the 1962 
meeting. They are: (1) the final session of the 
House of Delegates will be moved from Tuesday 
afternoon to Tuesday morning, (2) sports activities 
will be held on Monday instead of Tuesday, and 
(3) the orientation program will be shifted from 
Tuesday morning to Monday morning. 

The Executive Board referred to the House of 
Delegates a proposed change in meeting days for 
future annual sessions. Scientific programs would be 
moved from Monday and Tuesday to Friday and 
Saturday. Specialty societies and related organizations 
would continue to meet on Sunday or on Thursday, 
if they prefer. Sessions of the House of Delegates 


TEXAS State Journal of Medicine, OCTOBER, 1961 





probably would be held on Thursday morning, Fri- 
day evening, and Saturday morning, and reference 
committees would meet on Thursday afternoon. 

The Inspection Committee reported that it had 
visited Houston, which Harris County Medical So- 
ciety had proposed for the 1964 annual session site. 
The committee recommended that Houston be ac- 
septed as the site, with the suggested dates of April 
(6-19 or 18-21, depending upon the House of Dele- 
ates action in 1962. 

Medical Jurisprudence—The Committee on Con- 
ract Medicine and the Council on Medical Juris- 
srudence, meeting jointly, discussed proposed legis- 
ation which, in effect, would allow a group of 
»hysicians, while unincorporated, to have the rights 
.nd function of a corporation and to be taxed as a 
-orporation. The committee opposes any legislation 
vhich might possibly modify the present law that 
‘liminates practice of medicine by a corporation or 
iny unauthorized person. In addition, it requests the 
_egal Counsel to explore methods that might give 
ax relief to groups and to individual physicians of 
he state. 


Tax Relief for Aged Persons 


The Council and the Executive Board approved a 
resolution designed to give tax relief to aged persons 
and their families. The Texas Delegates to the AMA 
are to present it to the AMA Clinical Meeting in 
November. 

Whereas, the costs of medical care place a 
heavy burden on some of our senior citizens, and 
Whereas, there are several bills pending in 

Congress which: would help alleviate this problem 

and assist the aged and their families in meeting 

their own responsibilities, and 

Whereas, HR. 7756 (Rep. Hall, Missouri) 
would amend the Internal Revenue Code to per- 
mit a taxpayer to deduct, in full, the amounts paid 
for the medical care of any person who has at- 
tained the age of 65, irrespective of whether that 
individual receives the majority of his support 
from the taxpayer as is presently required, and 

Whereas, this legislation would allow total tax 
exemption for all drugs and medicines for the 
aged, and 

Whereas, the bill would provide additional 
exemptions for catastrophic medical care expenses, 
and 

Whereas, legislation of this kind is in the pub- 
lic interest, and it would help our senior citizens 
and their families to meet their own obligations 
without relying upon the government for pro- 
grams which are federally financed and controlled, 
now therefore be it 

Resolved, that the Texas Medical Association 
endorses legislation embracing income tax credits 
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for the aged as a practical, effective means in 

helping them meet the costs of medical care. 

Council members discussed the federation of state 
medical boards and medical disciplinary committees. 


‘The Executive Board approved the Council’s recom- 


mendation that the Texas Medical Association con- 
tinue its support of the Texas State Board of Medical 
Examiners as the disciplinary committee for physi- 
cians in the state. 

Medical Education and Hospitals—The Council 
asked the Board of Trustees to authorize the Memo- 
rial Library of Texas Medical Association to solicit 
duplicate copies of medical texts and journals needed 
by the South Texas Medical School, to be built in 
San Antonio. 

The Council concurred with the recommendation 
of the Committee on Medical Careers that local 
committees on medical careers be established in each 
county medical society to personally counsel young 
people on the future of medicine. 

Constitution and By-Laws—The Council is con- 
sidering the possibility of setting a specific number 
of consecutive terms of office for the delegates and 
alternate delegates to the AMA from the Texas 
Medical Association. The matter will be explored 
further by the Council at its January meeting, which 
interested persons may attend. 


Scientific Advancement—The Committee on Blood 
Banks advocates consideration of legislation specify- 
ing the operation of a blood bank as a service, and 
requested that the Legal Counsel study such legisla- 
tion. A recently enacted California law (Sec. 1623 
of Deering’s California Codes, Health and Safety 
Code) was cited as a model for study. 

Especially noted by the Committee on Mental 
Health was a pamphlet, “Action for Mental Health” 
issued by the Joint Commission on Mental Illness 
and Health. Although the committee thought the 
booklet acceptable, much of the report is idealistic; 
it encourages not only chronic illness in the mentally 
ill, but also more dependency on governmental 
sources. The committee added its belief that the prob- 
lem of health care varies in different locales and its 
doubts that lay personnel should perform psycho- 
therapy. 

The Committee on Nuclear Medicine reported 
that the Atomic Energy Commission has invited 
public comment on a proposed contract, published 
in Part 150 of the Federal Register, between the state 
of Kentucky and the United States Atomic Energy 
Commission. Because the contract deals with release 
of certain federal regulatory authority to the state of 
Kentucky as set forth in Public Law 86-373 and 
because the Committee believes the federal interpre- 
tation of the law is incorrect and could eventually 
affect a similar contract being requested by the Texas 
State Department of Health, it recommended the 
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following resolution, which the Executive Board re- 
quested be presented to the AMA House of Dele- 
gates at its November meeting: 


Opposition to Proposed AEC Regulation Part 150 


Whereas, the Congress of the United States by 
enacting Public Law 86-373 recognized the inter- 
ests of the states in the peaceful uses of atomic 
energy and desired by this legislation to clarify 
the respective responsibilities of the states and the 
United States Atomic Energy Commission with 
respect to the regulation of byproduct, source, and 
special nuclear materials; and 

Whereas, the act specifies that its purpose is 
to promote an orderly regulatory pattern between 
the Commission and state governments with re- 
spect to nuclear development and use and regula- 
tion of byproduct, source, and special nuclear ma- 
terials and to establish procedures and criteria for 
discontinuance of certain of the Commission’s 
regulatory responsibilities with respect to these 
materials and the assumption thereof by the states; 
and 


Whereas, a further and important purpose of 
the legislation was to recognize that as the states 
improve their capabilities to regulate effectively 
these materials additional legislation might be de- 
sirable to transfer further responsibility; and 


Whereas, the Commission has published for 
public comment proposed regulation Part 150 


which would retain federal control over the trans- 
fer of devices utilizing byproduct, source, and 
special nuclear materials and the disposal of all 
radioactive waste materials; now therefore be it 


Resolved, that the Texas Medical Association 
opposes the promulgation of the proposed Atomic 
Energy Commission regulation in its present form 
as not in accordance with Congressional intent as 
expressed by PL 86-373 in that the proposed regu- 
lation could: 

1. Create a complex regulatory system consti- 
tuting duality of governmental administration 
over licensees that could seriously impair the 
utilization of these materials by science and in- 
dustry; 

2. Seriously impair the development of com- 
petency and expertise within the states to 
handle more and greater responsibility as is a 
specified intent of the Federal-State Amend- 
ment; 

3. Constitute action by the Commission with- 
out prior determination that the necessity for 
the Commission to exercise these optional areas 
of retention of jurisdiction truly exists; 

4. Harm the presently developing radiation 
control programs of the states and negate the 
desire of the states to execute agreements trans- 


ferring limited authority because of lack of 
final responsibility as to the determination of 
possible hazards associated with the transfer of 
devices utilizing nuclear materials and the dis- 
posal of nuclear waste; 

5. Create a complicated system of regulatory 
control over byproduct, source, and special nu- 
clear materials which could seriously impair this 
nation’s race with the Soviets to discover new 
and constructive applications of nuclear energy 
for the benefit of our citizens and the nation. 

The Committee on Rehabilitation plans to ask 
county medical societies to follow through with an 
AMA recommendation to survey rehabilitation facil- 
ities in their respective counties and to develop a 
directory of such services. The Committee also re- 
quested that the Council on Medical Jurisprudence 
inform individual members directly of new or pend- 
ing legislation pertaining to rehabilitation. 

The Committee on Tuberculosis asked Texas Medi- 
cal Association to urge the education of physicians 
in the recognition of tuberculosis and in reporting 
tuberculosis cases to the Texas State Department of 
Health. Regional laboratories and the laboratory of 
the Texas State Department of Health are available 
for sputum examinations, when other facilities are 
not. 

Medical Service and Insurance—Representatives 
of the Texas State Board of Public Welfare have in- 
formed Council members of the contractual agree- 
ment between the state Board and Blue Cross-Blue 
Shield, wherein the board will purchase prepaid 
health insurance coverage for those individuals in 
Texas who are eligible for vendor’s medical care 
payments. The Council encourages Texas Medical 
Association to assume its responsibility in promotion 
of voluntary prepayment insurance, and encourages 
individual physicians to accept the indemnity pay- 
ments made by Blue Shield as full payment for 
service. 

The Committee on Health Insurance appointed 
Dr. Ray V. Brasher to initiate a review committee in 
Tarrant County, and it appointed Dr. Marvin Schlecte 
to prepare an advertisement for use by county medi- 
cal societies to educate the public regarding volun- 
tary health insurance. More than 400,000 pamphlets, 
“Have You Priced a Miracle Lately?”, have been 
distributed. 

The Committee on Professional Insurance reported 
an apparent decline in the number of malpractice 
cases being brought against physicians. 

The Committee on Association Insurance Programs 
reported that the loss experience on. the Disability 
policy has remained favorable. Lumbermen’s Mutual 
Casualty Company has offered to continue the 20 
per cent bonus payments for the year starting Nov. 
1, 1961, on the five year sickness policy and to pay 
a dividend of $155,381 on Nov. 1, 1961 to the 
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holders of both the five year and 10 year sickness 
policies. This amounts to a return of approximately 
31.4 per cent of each member's premium. The com- 
nittee recommended that the Association accept the 
ffer of the company to continue the bonus and to 
ay the dividend. 

Currently, there are 1,025 members insured under 
he major medical program which went into effect 
pril 1. Since institution of the program some mem- 
ers have requested that coverage be extended to 
embers’ dependents (unmarried and full-time stu- 
ents) over the age of 21. Lumbermen’s Mutual Cas- 
ity Company agreed to continue the coverage as 
ng as dependents meet the conditions. Premium 
narge would be the same as that for an individual 
ember in the same age bracket as the dependent. 

Since the addition of the 25 per cent bonus in 
eath payments, there has been an increase of 400 
iember participants in the life insurance plan. Total 
umber of insured members is 1,644 for a guarantee 
vce amount of $24,728,000. Death claims to Sept. 
5 in 1961 were favorable (three deaths for $29,375, 
acluding 25 per cent added benefit). Thus, indica- 
ion is favorable for an extension through 1962 of 
he 25 per cent additional benefit. 

The committee reviewed the proposals on an in- 
estment-retirement program submitted by the Mer- 

cantile National Bank and the Prudential Insurance 
Company of America, and recommended that the 
proposals be accepted. Nevertheless, the Council de- 
clined this recommendation, and the Executive Board 
approved the Council’s position. 

Public Relations and Public Service—The Council 
urged county medical societies to continue promotion 
of legislation through television and radio, and sug- 
gested that individual congressmen be invited to 
participate in a county society program this Fall. 

It recommended continued distribution of news 
releases from the Texas State Journal of Medicine, 
and of the American Medical Association weekly 
health column. 

Dr. William Gordon, Councilor from the Third 
District, reviewed for the Council the work his com- 
mittee had done on medical-press relations, and 
recommended that each doctor and county medical 
society serve as liaison with local news media. 

The Council recommended discontinuation of the 
award of General Practitioner of the Year, suggest- 
ing a more encompassing award, such as Physician 
of the Year. This was referred to the Board of Coun- 
cilors, which voted to discontinue the award. Action 
on establishment of another award will be taken later. 

The Council approved two resolutions from the 
Committee on School Health. The first one resolved 
that the Texas Medical Association through its vari- 
ous divisions, departments, and component medical 
societies do everything feasible to encourage effec- 
tive instruction in physical education for all students 
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in schools and colleges. The second resolved that 
the Association reaffirm its longstanding, funda- 
mental belief that health education should be an 
integral and basic part of school and college cur- 
riculums and that local medical societies should be 
encouraged to work with the appropriate health and 
education officials and agencies in their communities 
to achieve this end. 

The Committee on Public Health recommended 
that the Texas State Department of Public Health 
be commended for its excellent service during the 
Carla disaster. The Committee also recommended 
influenza immunization for high risk groups and 
continued use of seat belts in automobiles. 

The Committee also introduced four resolutions. 
Two of these will be submitted to the House of 
Delegates in May and one was referred back to the 
committee. The fourth was approved and will be 
submitted to the AMA Clinical Meeting in Novem- 
ber. 


Fluoridation of Water—Homemaker Services 


Resolved, that the House of Delegates of the 
Texas Medical Association endorse the adjustment 
of fluoride content of community water supplies 
to the proper level following local option elec- 
tions. 

Resolved, that the House of Delegates of Texas 
Medical Association approve the establishment of 
Homemaker Service units by local groups and 
organizations with the approval and counsel of 
local physicians. 

The Committee on Public Health through a resolu- 
tion proposed a study of the fragmentation of health 
services, many of which are directed and operated 
by non-medical agencies, both private and tax-sup- 
ported. The Executive Board instructed the committee 
to study the fragmentation of health services and 
report back in January. 


Resolution on Polio Immunization 


Another resolution introduced by the committee 
was approved, and will be presented to the AMA 
Clinical Meeting in November. 

Whereas, the trivalent formalin killed polio 
vaccine (Salk Vaccine) has proven effective in 
preventing paralytic polio. 

Whereas, the oral polio vaccine (Sabin type) 
is currently available for only Type I, with Type 
II expected to be licensed in a few months. 

Whereas, therefore, Type I oral vaccine can 
only immunize against Type I polio and is recom- 
mended for use in specific Type I epidemic situ- 
ations. It is mot recommended for widespread use 
in the absence of an actual or threatened epi- 
demic. Until all three types are available in oral 
form, continued use of the Salk vaccine is urged. 
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Whereas, when all three types of the oral vac- 
cine are available, the question of how and when 
to use it must be answered. 

W hereas, there is little evidence that commun- 
ity-wide use of oral vaccine will reach a signifi- 
cant portion of those persons in a community 
who have refused or failed to take the Salk vaccine. 
Therefore, it is questionable as to whether the use 
of the oral vaccine in a community with a fairly 
high level of immunization could be expected to 


ACE PHARMACEUTICALS ” 


STowe 


“All in favor of starting clinical trials of the 
new vaccine will signify by rolling up their 
right sleeves.’’ 


further reduce the actual number of paralytic cases 
or deaths solely because of a switch in the type 
of vaccine offered. In a community with a low 
immunization level, the oral polio vaccine could 
produce a higher immunization level; but this 
could only be assured by many factors in the com- 
munity itself. Therefore, be it 

Resolved, that the Public Health Committee of 
the Texas Medical Association recommends that 
local county medical societies encourage, stimulate, 
and participate in surveys to determine the com- 
munity immunization level. 

It is further recommended that each local com- 
munity, on the basis of the results of the survey, 
determine the type of vaccine and the most effec- 
tive type of program which will be of most bene- 
fit to that particular community. 

If the oral vaccine is used, the program should 
be formulated to provide for as many as possible 
to be immunized within the shortest period of 
time. 

Until such time as all three types of oral vac- 
cine are available, the Committee on Public 
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Health stresses that Salk vaccine should be the 

vaccine of choice for routine poliomyelitis im- 

munization, with the type of program for admin- 

istering the vaccine determined on a local basis. 

The Council commended the two publications of 
Texas Medical Association, the Texas State Journal 
of Medicine and the TMA Action, both of which 
received awards in recent competition sponsored by 
the Mid-Continent Conference of Industrial Editors. 
The Journal received a first place in the category of 
promoting the objectives of the Association and a 
third place in the category of general excellence for 
trade or association magazines over 3,000 circulation. 
TMA Action received a first place award in the cate- 
gory of general excellence for a trade or association 
newspaper over 3,000 circulation. 


Shots for Measles? 


An international conference on measles immuniza- 
tion will be held November 7-9 at the National In- 
stitutes of Health, Bethesda, Md. 

The magnitude of the measles problem is indi- 
cated by the fact that each year, several hundred 
deaths are attributed to measles in the United States. 
Although death from the disease is rare, complica- 
tions are common, and nearly 100 per cent of Ameri- 
can children can be expected to contract measles. 

In areas where nutrition and medical facilities are 
not up to par, the attack rate remains high, but mor- 
tality in these areas sometimes reaches 10 per cent. 

The plans for the conference are being directed 
by Dr. C. Henry Kempe, professor and head of the 
Department of Pediatrics, University of Colorado 
Medical Center. He has been engaged for several 
years in the study of measles immunization. 


Track athletes can eat and run, whether they eat 
a standard meal 30 minutes or three hours before a 
race, according to a study by Professor W. W. Tuttle 
and associates at the University of Iowa. In a study 
of physical performance iin relation to meals, it was 
found that the performance of young men in the 
100 yard dash ‘is substantially the same, regardless of 
the lapse of time between eating and running. Ancel 
Keys, Ph.D., comments that athletes generally believe 
they should not eat for three or more hours before 
competition in order to avoid conflicting physio- 
logical demands on their circulation. “Debunking of 
such concepts is difficult in the presence of com- 
mercial propaganda and the folklore of coaches and 
the paucity of truly scientific studies on man under 
controlled conditions,’ Dr. Keys said—Minnesota 
Medicime, April, 1961. 
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MEDICOLEGAL NOTES 


Limited Sales Tax and the Physician 


The “Limited Sales, Excise and Use Tax Act”, 
assed into law by the 1961 Session of the Texas 
egislature, became effective September 1, 1961. At 
resent, the Comptroller is writing and rewriting 
ules and regulations pertaining to the provisions 
f the Act. The following information and opinions 
ce based upon an analysis of the legislation, regula- 
‘ons now in force, and discussions with the Comp- 
roller. 

In general, it may be stated that the new Act 
nposes a 2 per cent tax on the sale, use, or storage 


of any tangible personal property in this state. Tan- 
gible personal property may be defined as “personal 
property which can be seen, weighed, measured, felt, 
or touched.” The definition does not include real 
property, such as buildings and residences. Since the 
Act taxes tangible personal property, it does not in- 
clude professional services. All tangible personal 
property is presumed subject to the tax unless it is 
specifically exempt from taxation by a provision of 
the Act. 


Exemption Certificate—Form A 


The undersigned hereby claims an exemption from payment of taxes under Chapter 20, 
Tithe 122A, Revised Civil Statutes of Texas, for all future purchases of the tangible per- 
sonal property described below or attached, which is made a part hereof, and will 


be purchased from John Doe Pharmacy 


The reason that said purchaser is claiming this exemption is: 


Property purchased will be dispensed by licensed 


physician in his practice. 


The purchaser will be liable for payment of the Limited Sales and Use Tax if the pur- 
chaser uses the tangible personal property in some other manner or for some other use 
other than reason listed above, and shall pay the tax based on the price paid for the tangible 
personal property. 


This certificate by purchaser will remain in effect until revoked in writing. 


Description of tangible personal property to be purchased:_ Drugs, Medicines, 


Braces, Appliances, and Devices to be dispensed. 


Executed this the__15 day of __September 19 61 
Purchaser Richard Roe, M. D. 


Agency Purchased for (Not applicable) 
Address. 201 Red Grande Street, Austin, Texas 
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Billing—When the physician bills a patient for 
services, there is no tax involved as long as the bill 
represents a charge for services rendered and does 
not represent a bill for the sale of tangible personal 
property. This means that the physician, as a general 
rule, will not be troubled with the tax in his prac- 
tice as far as his billing procedures are concerned. 

Supplies and Equipment—The Comptroller has 
taken the position that purchases of office supplies 
to be used by the physician in his practice wall not 
be exempt from the tax. The physician will pay the 
tax on stationery, gauze, cotton, tissues, tape, and 
other items purchased for use in his practice. In this 
connection, the physician is in the same position as 
any other business operation and will have to pay 
the tax when he purchases the tangible personal prop- 
erty from his supplier. The Comptroller has also 
taken the position that the equipment used by the 
physician in his practice is subject to the tax when 
purchased from a supplier. Taxable equipment in- 
cludes instruments, tables, chairs, desks, cabinets, 
typewriters, and so forth. 


Drugs, Medicines, and Prosthetic Devices—The 
physician does have some tax advantage in his dis- 
pensing of drugs, medicines and prosthetic devices 
Article 20.04 (L) of the Act reads: 

“Drugs, Medicines, Prosthetic Devices. There 
are exempted from the taxes imposed by this 
Chapter the receipts from sales of, and the 
storage, use and other consumption of drugs 
and medicines when prescribed by a licensed 
physician. There are also exempted from the 
taxes imposed by this Chapter, braces, spec- 
tacles, hearing .aids, and orthopedic and dental 
prosthetic devices.” 

When a licensed physician prescribes drugs for 
a patient, the patient will not be taxed on the drugs 
when they are purchased from a pharmacy. If the 
physician dispenses his own drugs, the exemption 
likewise applies, and there is no tax. The items enum- 
erated are exempted whether sold on prescription or 
not. Therefore, any of these enumerated items would 
be exempt from taxation as far as the dispensing or 
selling to the patient. 


Exemption Certificate—Form B 


The undersigned hereby claims an exemption from payment of taxes under Chapter 20, 
Title 122A, Revised Civil Statutes of Texas, for the purchase of the tangible personal prop- 
erty described below or on attached order or invoice, which is made a part hereof, and will 


be purchased from John Doe Drug Co. 


The reason that said purchaser is claiming this exemption is: 


Property purchased will be dispensed by licensed 


physician in his practice. 


The purchaser will be liable for payment of the Limited Sales and Use Tax if the pur- 
chaser uses the tangible personal property in some other manner or for some other use 
other than reason listed above, and shall pay the tax based on the price paid for the tangible 


personal property. 


Desoription of tangible personal property to be purchased: 


One Hundred Sulfamerazine Tablets 


0.5 Gm. , Tor 


Executed this the__15 day of __September 19 61 
Purchaser Richard Roe, M. D. 


Agency Purchased for (Not applicable) 
Address 201 Red Grande Street, Austin, Texas 
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When the physician purchases drugs, medicines, 
or devices to be dispensed by him in his practice, he 
will be required to give the supplier of these goods 
. resale certificate or an exemption certificate.* These 
certificates are important because they allow the sup- 
olier to sell the goods to the physician without col- 
iecting the tax. Either certificate may be used, but 
he exemption certificate seems most applicable to 
he physician’s purchase of drugs, medicines and 
levices. 

When the physician purchases drugs, medicines 
nd devices for dispensing in his practice and gives 
he supplier an exemption or resale certificate, the 
hysician’s medical records should indicate how these 
-oods were dispensed. This will protect the physician 
a case his records are audited to determine if the 
oods were really purchased to be dispensed in prac- 
ice. 

Summary—When the physician purchases any 


*Resale and exemption certificates may be obtained free 
f charge from the Texas Medical Association, 1801 
North Lamar Boulevard, Austin. 


DRUG NOTES 


Psychic Energizer “Monase”’ 
Alleviates Depression 


Etryptamine acetate (Monase, Upjohn) is an anti- 
depressant that belongs to the group of psychomotor 
stimulants commonly called “psychic energizers”. 
Chemically, it is related to tryptamine and serotonin, 
since it is an indole derivative (3-(2-aminobutyl-) 
indole acetate). 

Since this pharmaceutical product is a member of 
a relatively novel class of pharmacologic agents, sev- 
eral definitions may aid in understanding its thera- 
peutic significance. The agents designated “psycho- 
motor stimulants” are usually employed to alleviate 
depressive symptoms in both the psychoses and the 
neuroses. A number of medicinal agents are classified 
as psychomotor stimulants, and numerous chemical 
types of compounds are included. Beckman* prefers 
to classify these agents into five groups: piperidine 
derivatives, acetyl-choline precursors, iminodibenzyl 
derivatives, monoamine-oxidase inhibitors, and am- 
phetamines. According to his system, Monase belongs 


“Beckman, H.: Pharmacology, The Nature, Action, and Uses of 
Drugs, ed. 2, Philadelphia, W. B. Saunders Co., 1961. 
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equipment or supplies for use in his practice, these 
items will be subject to the 2 per cent sales tax. 
Should the physician rent equipment, a 2 per cent 
use tax will be imposed upon its lease. 

_ Items which the physician purchases for dispens- 
ing in his practice, such as drugs, medicines (includ- 
ing injectables) and appliances are not subject to the 
tax provided that the physician gives his supplier a 
resale or an exemption certificate at the time of the 
purchase. 

Should a question arise as to whether or not a 
specific item is taxable, the physician should check 
the language of Article 20.04 (L) quoted previously, 
to determine if the item in question is covered by 
the language of that section. 

Certificates —Form A is a example of a “blanket” 
exemption certificate. Once executed, this certificate 
will cover all future purchases from the supplier 
holding the certificate until it is revoked im writing. 

Form B is an example of an exemption certificate 
which would cover only one transaction as contrasted 
with the “blanket” exemption certificate. 

—PHILIP R. OVERTON, LL.B. 


to the “monoamine oxidase inhibitors.” The classical 
members of this category are the hydrazine deriva- 
tives, for example, Marsilid, Nardil, Niamid, Mar- 
plan, and Catron. 

Monase exhibits properties different from those 
of the hydrazine derivatives and the amphetamines. 
Although it inhibits monoamine oxidase in large 
doses, it probably exerts an additional antidepressant 
effect on the central nervous system through mech- 
anisms not yet elucidated. 

Certain investigators postulate that suppression or 
antagonism of the normal functional activities of the 
neuro-hormone serotonin (5-hydroxytryptamine ) 
may cause certain mental disorders. Hence, it is ra- 
tionalized that the monoamine oxidase inhibitors 
elevate serotonin levels, since they inhibit the activ- 
ity of the enzyme system that inactivates serotonin. 
Consequently, an adequate supply of this neurohor- 
mone is thought to facilitate brain metabolism by 
stimulation of cerebral oligodendroglial cells. Another 
concept is based on the contention that these enzyme 
inhibitors affect cerebral function because they alter 
concentrations of the meurohormones, serotonin, 
norepinephrine, and epinephrine, which interfere 
with central synaptic inhibition. 

Although Monase is classified as a monoamine 
oxidase inhibitor, the ways in which it differs from 
the classical members of this group are important. In 
contrast to other monoamine oxidase inhibitors, it 
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does not inhibit serotonin-synthesizing enzymes and 
its effects are uniquely reversible. Chemically, Mon- 
ase is not related to the other monoamine oxidase 
inhibitors; as noted previously, most of them are 
hydrazine derivatives, whereas Monase is an indole 
derivative. In this respect, it resembles serotonin. 

According to the manufacturer’s literature, “Mon- 
ase is indicated in the management of depressive 
disorders and in the treatment of other medical and 
psychiatric conditions in which depressive overlay or 
basis is present and mood elevation and increased 
psychic energy are considered of potential benefit in 
the overall management of the case”. 

Velban (Vinblastine sulfate, Lilly) is a new me- 
dicinal agent indicated in the treatment of patients 
with Hodgkin’s disease. Chemically, it is an alkaloid 
isolated from Vinca rosea, a common herb known 
as periwinkle. 

“Periwinkle” has had the reputation in many parts 
of the world of being a homely remedy for various 
ailments. Hence, Lilly researchers, in collaboration 
with investigators of the University of Western On- 
tario, were prompted to study the species chemically. 
Clinical reports indicate that the alkaloid isolated 
from the plant is effective in some neoplastic dis- 
eases. 


Although the exact chemical structure of Vinblas- 
tine has not been completely deduced, the data re- 
veal that this alkaloid is very complex (C4gH;sO9N4) 
and is considered a dimeric natural product contain- 
ing both indole and dihydroindole moieties. 

The significant antineoplastic activity of this al- 
kaloid has fascinated researchers, and numerous 
studies have been conducted on its mechanism of 


Gonzalez, E. E., and Delgado, J. N.: Carcinostatic Agents, ab- 
stract, Scientific Section of American Pharmaceutical Association Con- 
vention, Chicago, 1961; 86 (Summer) 1960. 
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action. Available data indicate an antimetabolite ac- 
tion, believed to be associated with glutamic acid 
utilization mechanisms. 

A review of the biological and chemical data per 
taining to the alkaloid is gratifying to the natura! 
products investigator, since the development of this 
drug may be considered one of the few research en 
deavors that has had some success in cancer chemo. 
therapy. Many investigators are dedicated to the 
search for an anticancer chemotherapeutic agent in 
the vast domain of the field of natural products 

—JAIME N. DeLGapo, Ph.D., and 
LEE F. WorRELL, Ph.D., 
College of Pharmacy, 

University of Texas, Austin. 


Extensive Scientific Program 
Offered Chest Physicians 


Symposiums on cystic pulmonary, cardiovascular, 
and bronchopulmonary diseases will be presented at 
the meeting of the Southern Chapter of the Ameri- 
can College of Chest Physicians November 4 and 5 
in Dallas. 

Papers at the cystic pulmonary symposium Novem- 
ber 4 will deal with pediatrics, congenital lobar em- 
physema, bullous emphysema, and selection of pa- 
tients for surgery. A panel discussion by internists, 
pathologists, radiologists, and surgeons will conclude 
the first session. 

Dr. John S. Chapman of Dallas will present the 
eighth annual Paul Turner Memorial Lecture on 
“Mycobacterial Infection in Man”. 

Dr. Robert Shaw of Dallas will be the luncheon 
speaker on November 5. His subject will be “Inter- 
national Medicine”. 

Out-of-state guest speakers will include Drs. Sam 
E. Stephenson, Jr., Nashville; Charles E. Andrews, 
Morgantown, W. Va.; Osler A. Abbott, Atlanta; Ed- 
ward R. Munnel, Oklahoma City; Masauki Hara, 
William T. Dungan, Ben M. Lincoln, and Frank Mc- 
Cutcheon, Little Rock. 

Also, Harold C. Spear, DeWitt C. Daughtry, and 
John G. Chesney, Miami; John H. Seabury, John N. 
Bickers, and Howard A. Buechner, New Orleans; 
John E. Rayl, Kjell H. Christiansen, and John T. 
Joyner, Oteen, N. C.; Watts R. Webb, G. D. Camp- 
bell, and V. deGuzman, Jackson, Miss. 

Also, J. Lewis Yates, H. V. Langeluttig, and 
Charles A. Brasher, Mount Vernon, Mo.; H. Bieman 
Othersen and Wendell B. Thrower, Charleston, S. C.; 
Hugh E. Stephenson, Robert E. Paulette, Thomas C. 
Butterfield, and William Dowdy, Columbia, Mo.; and 
William C. Manion, Joseph W. Peabody, Jr., Sol 
Katz, William S. Lyons, and Edgar W. Davis, Wash- 
ington, D. C. 
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Personals 


Dr. Clark C. Campbell, Itasca, was formally pre- 
ented a mounted bronze plaque in honor of his 
veing named “General Practitioner of the Year” by 
he Texas Medical Association. Dr. Tom M. Oliver, 
Waco, Councilor of District 12, presented the plaque 
it a meeting of the Itasca Rotary Club in September. 
Or. R. Mayo Tenery, Waxahachie, Vice President of 
the Association, was guest speaker. 

Dr. Lionel Gonzalez, Cincinnati, formerly of Mer- 
cedes, will present a discussion on “Infections in Sur- 
gery and the Significance of Surgical Wound Infec- 
tions” at the International Federation of Medical 
Colleges Meeting in Oslo, Norway. 

Dr. John F. Thomas, Austin, has been elected a 
member of that city’s Board of Education. 

Dr. Joe Donaldson, Pampa, has been named chair- 
man of the professional division of the Pampa United 
Fund Campaign. 

Dr. Joe Harrison, Levelland, is the new president 
of the Levelland Kiwanis Club. Dr. Elbert D. Barnes 
is a new director of the group. 

Dr. Witten Booth Russ, San Antonio, was honored 
on his 87th birthday with a party at Baptist Memor- 
ial Hospital in San Antonio. Too ill to leave his room 
in the hospital, Dr. Russ asked that the party pro- 
ceed without him. 

Mrs. Mary Tom Rasco, who has for several years 
served as executive secretary of the Potter-Randall 
Counties Medical Society, has departed for a long- 
planned trip to Europe. She will spend about a year 
there. Mrs. Pat (Margie) Elam, R.R.L., is filling the 
post of executive secretary for the society. 

Dr. C. A. Selby, Sinton, is convalescing from major 
surgery. A report from the San Patricio-Aransas 
Counties Medical Society indicates that he is doing 
well. 

Dr. Gerald D. Dodd and Dr. Lillian M. Fuller, 
Houston; and Drs. Jack Reynolds, Frederick J. Bonte, 
J. S. Krohmer, Ernest A. Elmendorf, Norman L. Pres- 
ley, and Giles J. Andrews, all of Dallas, presented 
scientific papers before the American Roentgen Ray 
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Dr. Tenery, Dr. Campbell, and Dr. Oliver. 


Society at its annual meeting in Miami, Fla., in 


September. 


Mrs. Sam Thompson has been ill for some time 
and has been hospitalized in Kerrville. 

Dr. and Mrs. Herman J. Harvis and their children, 
Plainview, have toured Florida, New Providence in 
the Bahamas, and Nassau. 

Dr. Loyde H. Hudson, Amarillo, recently returned 
from a postgraduate course in Denver. He studied 
congenital heart diseases in childhood. 

Dr. and Mrs. Jan R. Werner and Dr. and Mrs. 
Edward D. McKay were two of the host families for 
a student from Sweden who visited this country for 
six weeks as a guest of the Amarillo Rotary Club 
under their program of Experiment in International 
Living. The McKays also entertained another inter- 
esting guest during the summer; he was Olli Siirala 
of Helsinki. He visited the McKay’s son, Dick, whom 
he met when Dick was in Finland on the American 
Field Service Program as an Exchange Student. 

Dr. Robert R. Dugan, Houston, is the new medi- 
cal director for Continental Oil Company. 


Dr. W. O. Armstrong, Ponca City, Okla., medical 
director for Continental Oil Company for 32 years in 
Houston and Ponca City, retired September 30. Dr. 
Armstrong will continue to reside in Ponca City and 
plans to engage in private practice. 

Two Texas physicians, Dr. George B. Coker of 
Tomball and Dr. H. A. White of Corpus Christi, 
were among the 49 graduates of the University of 
Tennessee College of Medicine honored recently for 
50 years of practice. 

Dr. Robert Shaw, Dallas chest surgeon, will go to 
Afghanistan late this year to work with MEDICO, 
the world-wide health organization founded by the 
late Dr. Tom Dooley. Dr. Shaw will help organize 
and serve as chief of the new Avicenna Hospital in 
Kabul, and will teach in the Kabul Medical School, 
according to an article featuring him in the Dallas 
News. 



























Selective Service 


Where Do Doctors Stand? 


A special call has been issued for 495 doctors to 
be drafted to meet the needs of the armed services 
during the present period of expansion. All physi- 
cians who were born on or after January 1, 1933, 
are subject to having their files reviewed and their 
classifications reopened. 

Registrants presently classified as III-A are eligible 
for commissions, and will be entitled to extra com- 
pensation in the form of incentive pay upon entrance 
on active duty. 

Physicians classified as I-A or I-A-O who have not 
been examined are to be called up for physical ex- 
aminations as soon as possible. 

A number of inquiries have come to the members 
of the Texas Medical Association’s Committee on 
Military and Veterans Affairs about the military obli- 
gation of physicians since the recent call-up of reserve 
units and the federalization of certain National 
Guard units. For the information of physicians who 
may be interested, the Committee has summarized 
the laws regarding military obligations that apply to 
all citizens. In addition, physicians who have an obli- 
gation can be selectively called up according to the 
needs evaluated by the Defense Department. 

1. Any male who is granted a deferment from 
military service for educational purposes prior to his 
26th birthday has a continuing draft obligation until 
he reaches his 35th birthday. 

2. Any person who is enlisted, inducted, or ap- 
pointed prior to his 26th birthday has an obligatory 
total active duty and reserve service of six years. 

3. A person who is enlisted, inducted, or appointed 
following his 26th birthday is obligated to serve only 
two years on active duty and has no obligatory re- 
serve obligation. 

4. Physicians and others who voluntarily accept 
assignment to active or ready reserve or National 








Guard units are subject to call-up, regardless of their 
prior service, when the unit is called. 

5. By custom for the past eight years, physicians, 
dentists, nurses, and other professional personnel 
were not called with National Guard and ready re- 
serve units until their professional services were 
needed. This order has been rescinded. The order to 
rescind has been opposed by the three surgeons-gen- 
eral, but the Department of Defense has upheld it. 


Medicare Bulletin 


Eligible Dependents May Lack ID Cards 


Since the President of the United States has re- 
quested that the armed forces be augmented, it has 
become necessary to retain some servicemen beyond 
the date when they normally would be released from 
duty. 

There will be a period of time during which de- 
pendents entitled to civilian medical care may not 
have proper identification cards; the expiration dates 
on their cards will indicate that they are no longer 
eligible. 

Service personnel are being asked to “up-date” all 
evidence of their dependents’ eligibility, but in some 
instances medical care will be needed before this ac- 
tion can be completed. 

Dependents who may find themselves in this posi- 
tion have been advised to present tangible evidence 
such as allotment checks, official orders, or personal 
letters which state the facts, to physicians and hos- 
pitals as proof of eligibility. 

Brig. Gen. W. D. Graham, MC, of the Office for 
Dependents’ Medical Care, wrote to the Executive 
Secretary of the Texas Medical Association, “In view 
of the situation at hand, I should appreciate your 
assistance in encouraging physicians and hospitals to 
exercise patience and understanding during the next 
several months when their services are requested by 
dependents of these extendees.” 


Dr. Pat Ireland Nixon, second from 
left, received a standing ovation at dedi- 
cation ceremonies for the new Bexar 
County Medical Library building. Shown 
behind Dr. Nixon at the ceremony, held 
September 17 in San Antonio, are, left 
to right, Dr. David Jacobson, rabbi of 
Temple Beth-El, who gave the prayer of 
dedication; Dr. L. Bonham Jones, presi- 
dent of the Bexar County Medical Soci- 
ety and master of ceremonies, and Dr. 
Harvey Renger, president of the Texas 
Medical Association, one of the speakers. 
Dr. George M. Fister, president-elect of 
the American Medical Association, made 
the dedication address. 
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Dallas To Host Southern Medical 


Association 


Extensive Scientific Program Planned Nov. 6-9 


D arias AND FORT WORTH PHYSICIANS will 
assist each other in one of their biggest operations 
ever when they serve as hosts next month to the 
Southern Medical Association’s 55th Annual Meet- 
ing. 

Dallas, on November 6-9, will be convention city, 
but both Dallas County and Tarrant County Medical 
Societies will cooperate to produce the scientific 
extravaganza. 

Four major general symposiums will be held, in 
addition to 21 scientific section meetings. 

Dr. Clifford C. Snyder of Miami, Fla. will be 
chairman of a Symposium on Immunologic Disorders 
and Transplantations on Monday, Nov. 6, 8:30 a.m. 
to 12 noon. 

Dr. Robert D. Moreton of Fort Worth will be 
chairman for a Symposium on Medicoeconomics 
(The Business Side of Medicine) on Wednesday, 
Nov. 8, 2 to 5 p.m. 

A Symposium on Cosmetic Problems in General 
Practice will be sponsored on Wednesday, Nov. 8, 
from 2 to 5 p.m. by the American Medical Associa- 
tions’ Committee on Cosmetics. 

On Thursday, Nov. 9 from 8:15 to 12 noon, Dr. 
J. R. Maxfield, Jr. of Dallas will lead a symposium 
entitled, “When Disaster Strikes!” The topic will 
include nuclear catastrophes. 

Twenty-one sections meeting include allergy, anes- 
thesiology, dermatology and syphilology, gastroenter- 
ology, general practice, gynecology, industrial medi- 
cine and surgery, medicine, neurology and psychiatry, 
obstetrics, ophthalmology and otolaryngology, ortho- 
pedic and traumatic surgery, pathology, pediatrics, 
physical medicine and rehabilitation, plastic and re- 
constructive surgery, preventive medicine, proctology, 
radiology, surgery, and urology. 

Scientific color television programs will be a fea- 
ture of the meeting. Dr. Cecil G. Yarbrough, Dallas, 
is chairman of the television committee for the 
Dallas meeting. Smith Kline & French Laboratories 
and Merck Sharp & Dohme will produce the pro- 
grams to be screened at the Dallas Memorial Audi- 
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torium. Merck Sharp & Dohme also will present a 
public telecast over a commercial channel. 

Medical groups which meet conjointly with South- 
ern Medical Association are the American College of 
Chest Physicians, Southern Chapter; American Soci- 
ety of Internal Medicine; College of American Path- 
ologists, South Central and Southeastern Regions; 
Radiological Society of North America (refresher 
courses); Southeastern Proctologic Society; and 
Southern Gynecological and Obstetrical Society. 

Medical student representatives, all seniors, from 
nine medical schools will be guests of the Associa- 
tion during the meeting. In addition to Texas’ three 
medical schools, these include Louisiana State Uni- 
versity School of Medicine, New Orleans; Medical 
College of Alabama, Birmingham; Tulane University 
School of Medicine, New Orleans; University of 


‘Mississippi School of Medicine, Jackson; and Uni- 


versity of Missouri School of Medicine, Columbia. 

Social events include fraternity and alumni re- 
unions and the President’s Night dinner dance sched- 
uled at the Sheraton Dallas Hotel Ballroom. Presi- 
dent of the Association is Dr. Lee F. Turlington of 
Birmingham. 

The Woman’s Auxiliary to the Southern Medical 
Association will hold its 37th annual meeting in 
conjunction with the scientific meeting. Current 
president is Mrs. Kalford W. Howard of Portsmouth, 
Va. She will be succeeded in office at the conclusion 
of the meeting by Mrs. Roy A. Douglass, Hunting- 
don, Tenn. 

General Chairman of the Southern Medical meet- 
ing is Dr. Charles Max Cole of Dallas. He is being 
assisted by Dr. J. A. Hallmark of Fort Worth, vice 
general chairman. 

A post-meeting feature will be a trip to Mexico 
City and a medical seminar there for interested 
physicians. 

Programs and additional information may be ob- 
tained from the Executive Secretary and Treasurer, 
Robert F. Butts, 2601 Highland Ave., Birmingham 
5, Ala. 


Heredity, Habits, Electronics, Space Medicine 
On AMA Clinical Meeting Agenda 


With a program geared to basic problems of 
medical practice, the 15th annual clinical meeting of 
the American Medical Association will be held Nov. 
26-30 in Denver. 

An outstanding scientific program, emphasizing 
new research developments, has been planned under 
direction of Dr. Samuel P. Newman, Denver, chair- 
man of the AMA Council on Scientific Assembly. 

Highlights will include sessions and papers on 
genes and chromosomes, electronics and computers 
in medicine, space medicine, medical aspects of 
American habits, new developments in virology, 
treatment of radiation injuries, new findings in 
chemotherapy for cancer, and latest data in the field 
of antibodies and antigens. 

A section of internationally known experts in the 
treatment of radiation injuries will offer three papers 
in this new area of medical care. Chairman will be 
Dr. Marshall Brucer, chairman of the medical divi- 
sion, Oak Ridge Institute of Nuclear Studies, Oak 
Ridge. Other participants will include researchers 
from Los Alamos and Oak Ridge, the Office of the 
Surgeon General, and the University of Chicago. 


Doctor’s Nurses Organize 


The American Association of Doctor's Nurses, an 
organization designed to bring recognition to nurses 
who serve in doctor's offices or clinics, will hold its 
second annual meeting November 12-15 in Wash- 
ington, D. C. 

The convention will be open to any nurse (she 
need not be an R.N. or an L.V.N.) who is employed 
by a doctor of medicine. Membership is open to 
those who have had training and experience in the 
office of a doctor of medicine listed in the AMA 
directory. Application fee for membership is $5, 
and annual dues are $10. 

Each member is covered with a $500 life insur- 
ance policy, and is given a membership certificate, 
card, and pin. Income protection insurance is avail- 
able through the group, and the Association is study- 
ing a pension plan. 

Additional information may be obtained by writing 
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The use of electronics and computers in medicine 
is another subject to be discussed. Chairman of this 
section meeting will be Dr. A. H. Schwichtenberg, 
head of the department of aerospace medicine, Love- 
lace Foundation for Medical Education and Research, 
Albuquerque. Computer systems for recording medi- 
cal data to aid the physician in diagnosis and prog- 
nosis also will be described. 

The virus, one of the most complex problems for 
the clinician, will be the subject of a series of papers 
by outstanding specialists. Dr. Jonas E. Salk, Pitts- 
burgh, originator of the killed virus poliomyelitis 
vaccine, will give a paper on “Immunization Against 
Virus Disease”. 


A study of heredity as it relates to human ills will 
be described to clinicians for their guidance in prac- 
tice. Dr. Leroy J. Sides of Denver will be chairman 
of the section meeting at which it will be presented. 


A group of Denver physicians, plus a colleague 
from Wyoming, will consider the effects on health 
of personal and group habits of Americans. Dr. Wil- 
liam Covode of Denver is chairman of this section. 


Mr. Bob Bickford, Executive Director, American 
Association of Doctor's Nurses, 9600 Colesville 
Road, Silver Spring, Md. 


Cardiac Arrhythmias Symposium 
Scheduled Dec. 8 in Houston 


A symposium on cardiac arrhythmias is scheduled 
Dec. 8-10 by the University of Texas Postgraduate 
School of Medicine at the auditorium of the M. D. 
Anderson Hospital and Tumor Institute, Houston. 


Guest lecturers are Dr. Samuel Bellet of Phila- 
delphia, Dr. David Scherf of New York City, and 
Dr. Paul Zoll of Boston. 


Further information may be obtained by writing 
the Office of the Dean, The University of Texas 
Postgraduate School of Medicine, 102 Jesse Jones 
Library Building, Texas Medical Center, Houston 25. 
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Color TV on Agenda 


Something new is on the agenda for Annual Ses- 
sion registrants next May 13-15. Closed-circuit, large- 
screen television in color will be used during the 
Austin meeting to transmit scientific information 
on various subjects. 

Eidophor, the large-screen, color television system 
developed by Ciba Pharmaceutical Products, Inc., and 
offered to selected medical organizations, has been 
scheduled for use at Austin’s Municipal Auditorium, 
scene of the scientific program for the 1962 session. 
The Council on Annual Session, which is responsible 
for planning the meeting program, has announced 
that the service offered by Ciba consists of all facili- 
ties and personnel necessary to create and produce 
closed circuit television. Facilities include four color 
television cameras, lights, audio equipment, projector, 
a 15 by 20 foot screen, and transmission equipment 
to enable remote origination of the program. The 
only limitation on place of origination is that it must 
be within 35 miles of the viewers. 

Council members will select speakers and topics 
for the television presentations. Eidophor speakers 
will be chosen from guest speakers obtained for sec- 
tion and specialty society programs. With regard to 
topics, programs on procedures and case presenta- 
tions, which normally cannot be seen by a large audi- 
ence, seem to be well received by viewers. Topics 
on dermatology, psychiatry, and orthopedics have 
proved to have wide appeal. The Council has tenta- 
tively scheduled Eidophor presentations for a general 
meeting session on Monday morning, May 14, and 
for a combined meeting of sections (as yet unse- 
lected) on Tuesday afternoon, May 15. 

Thirty prominent out-of-state physicians are ex- 
pected to serve on the guest speaker faculty for the 
1962 session. In addition to national speakers, ap- 
proximately 150 Texas Medical Association mem- 
bers and 50 special speakers will appear on section 
and related organization programs and on symposi- 
ums and seminars. It is anticipated that symposiums 
on nuclear medicine, cerebral palsy, and nutrition 
will be offered to registrants. The Texas Academy of 
General Practice will again sponsor a seminar, at- 
tendance at which will be acceptable for five hours 
of American Academy of General Practice Category 
I credit. 

An active and enthusiastic local arrangements 
committee promises to make the Texas Medical 
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for '62 Annual Session 


Association's first visit to Austin for an annual ses- 
sion a successful one. For the 95th Annual Session, 
the Travis County Medical Society is considering the 
sponsorship of (1) a tour of the Main University 
of Texas campus; (2) a tour of the TMA head- 
quarters building; (3) a sports program including 
golf and water skiing; and (4) a trip down Lake 
Austin in the famed Riverboat Commodore, a 90- 
foot stern-wheel riverboat. 


The Driskill and Stephen F. Austin have been 
designated jointly as headquarters hotels for the 
Association. Scientific meetings sponsored by the 
Association and its 23 related and specialty societies 
will be held in the Municipal Auditorium. The 
Woman's Auxiliary will be headquartered in the 
Commodore Perry Hotel. These headquarters designa- 
tions will permit the use by members of two popu- 
lar facilities, the Villa Capri and Terrace Motor 
Hotels, as well as of many other fine hotels and 
motels. TMA members are invited to write directly 
to the hotel or motel of their choice for accommo- 
dations. 


First class accommodations may be secured at the 
following hotels and motels: 


Stephen F. Austin Hotel Holiday Inn Motor Hotel 
Seventh and Congress Ave- 6901 Interregional Highway 


nue Ramada Inn Road Side 
Driskill Hotel Hotel 


117 East Seventh Street 5656 Interregional Highway 


Commodore Perry Hotel Mount Vernon Motor Courts 
Eighth and Brazos Streets 4001 East Avenue 


Terrace Motor Hotel Angelina Motel (Negro) 
1201 South Congress 1322 East 12th Street 


Villa Capri Motor Hotel Ebonaire Motel (Negro) 
2360 Interregional Highway 407 East Seventh Street 


Former Prison Alcoholics Have Temporary Home 


Former prison inmates who are alcoholics may 
now find a temporary home at the men’s Social 
Service Center of the Salvation Army, 2208 Wash- 
ington Avenue, Houston. 

Qualifications for admittance are that the former 
inmate is without home or family connections and 
has shown active participation in Alcoholics Anony- 
mous during his prison term. He must be at least 
30 years old. 





Representatives who undertook the initial work on a proposed Texas health council at a meeting on Sept. 29 
in Austin are Mr. Donald A. Anderson (extreme left) and to his left around the table: Dr. Mayo Tenery, Dr. Emmett 
Johnson, Mr. Jess West, Mr. George Pearson, Mr. C. J. M. Roesch, Dr. Harvey Renger, Mrs. Linda Butler, Mr. O. 
Ray Hurst, Dr. George Waldron, Mr. C. B. Francis, Dr. Phyl Drake, and Dr. Crawford A. McMurray. 


Group Considers Formation 
Of Texas Health Council 


The possible formation of a Texas health council, 
composed of representatives from selected Texas or- 
ganizations which are concerned with health prob- 
lems, was considered at a Sept. 29 meeting in Austin. 

Dr. Harvey Renger of Hallettsville, President of 
Texas Medical Association, presided at the meeting 
which was attended by representatives of four other 
groups, Texas Dental Association, Texas Pharma- 
ceutical Association, Texas Hospital Association, and 
the Texas Nursing Home Association. 

Basically, the group decided that the purpose of a 
health council would be to work for the advancement 
and protection of the health professions. Methods to 
achieve this, the group suggested, would be by im- 
provement of communications between organizations, 
by joint action on mutual problems, by promotion 
of public educational and informational programs, 
by joint recruitment efforts to attract the best young 
people into the health fields, and by better liaison 
with government agencies. 

Conference participants acknowledged the need 
for a functional organization comparable to a health 
council. Only mutual problems and projects which 
could benefit from joint action would be considered 
by such a council. 

A second meeting is planned for Nov. 4 in Austin 
at which time discussion will include principles and 
objectives of a Texas health council, the plan of 
operation, and the financing of such an organization. 

Attending the September meeting were Emmett 
R. Johnson, D.DS., president of the Texas Dental 
Association; Crawford A. McMurray, secretary-treas- 
urer of the Texas Dental Association; Mr. Jess M. 
West, president of the Texas Pharmaceutical Associ- 
ation; Mr. C. J. M. Roesch, executive secretary of 
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the Texas Pharmaceutical Association; Mr. C. B. 
Francis, first vice president of the Texas Nursing 
Home Association; Phyl E. Drake, Ph.D.; second vice 
president of the Texas Nursing Home Association; 
Mr. George B. Pearson, president-elect of the Texas 
Hospital Association; Mr. O. Ray Hurst, executive 
director of the Texas Hospital Association; Dr. 
George Waldron, President-Elect of Texas Medical 
Association; Dr. R. Mayo Tenery, Vice President of 
Texas Medical Association; Mrs. Linda Butler of the 
Texas Medical Association headquarters staff; and 
Mr. Donald M. Anderson, assistant executive secre- 
tary of Texas Medical Association. 


Prophylaxis of Ophthalmia Neonatorum 


Physicians in Texas now have a choice of sub- 
stances they are allowed to use in the prevention of 
blindness in newborn infants. 

At the regular quarterly meeting of the Texas 
State Board of Health in September, physicians li- 
censed by the Texas State Board of Medical Exam- 
iners were authorized to use either a one per cent 
silver nitrate solution or a suitable antibiotic of the 
individual physician’s choice as a prophylaxis. This 
ruling is in accordance with Article 4441 of “Ver- 
non’s Texas Civil Statutes.” 


Texans Receive ACCP Fellowships 


The American College of Chest Physicians has 
conferred fellowship certificates on Drs. Harvey H. 
Latson, Amarillo; Jerry J. Everett, Brownwood; John 
Lester Kee, Jr., and Eldon K. Siebel, Dallas; Robert 
C. Jackson, Harlingen; David P. Cardus and Joel E. 
Reed, Houston; and Theodore H. Chuang, Bernard T. 
Fein, and Robert H. LePere, San Antonio. 
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Auxiliary Stresses “Information and Service’ 


Approximately 115 persons attended the Woman's 
Auxiliary 1961-1962 Fall Executive Board meeting, 
September 28, and the School of Instruction the next 
day at Texas Medical Association's headquarters 
building in Austin. 


“Information and Service” was the theme stressed 
during the meeting. 


Dr. Harvey Renger, Hallettsville, TMA President, 
was the featured speaker on the program for the 
Executive Board meeting, and spoke on matters deal- 
ing with legislation. Mrs. R. C. L. Robertson of 
Houston, President-Elect of the Woman's Auxiliary, 
gave a report on the AMA Auxiliary meeting held 
in New York this past summer. 

A “Get Acquainted Hour” was given Thursday 
evening aboard the Riverboat Commodore by Mrs. 
Garland G. Zedler, President of the Auxiliary. Din- 
ner was served at Greenshores. The evening’s enter- 
tainment was furnished by Mr. Bill Austin, organist. 


Mrs. William D. Nicholson, Freeport, presided 


The illustrated Christmas card is 
being sold for the benefit of the 
American Medical Education Founda- 
tion by the Woman’s Auxiliary. Orders 
may be placed with Mrs. Travis Smith, 
849 Elmwood Drive, Abilene; a box 
of 25 cards costs $2.50. 
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over the School of Instruction on Friday. Highlights 
of that program included a lecture, “Our Role in 
Fighting Communism”, by Mr. W. P. Strube of 
Houston, Vice President of the Christian Anti- 
Communism Crusade; an address entitled “Washing- 
ton, Politics, Socialized Medicine, and You” by Mr. 
C. Lincoln Williston, Executive Secretary of the 
Texas Medical Association; a presentation on the 
subject of “Mental Health” by Mrs. Eugene C. Mc- 
Danald of La Marque; and, a skit entitled “As the 
Worm Turns” by Mrs. Henry K. May of Lake Jack- 
son. An added feature of the School of Instruction 
this year was the introduction of exhibits displaying 
materials and information in the different areas of 
Auxiliary work. 

Roundtable discussions were held for the council 
women, regional vice presidents, county presidents, 
and county presidents-elect. 

Mrs. William D. Nicholson, Freeport, was chair- 
man of the School of Instruction, and Mrs. Eugene 
P. Schoch, Jr., Austin, was co-chairman. 








Public Health Association 
Sets Detroit Annual Meeting 


More than 5,000 public health specialists from 
the United States and abroad are expected to attend 
the 89th annual meeting of the American Public 
Health Association and meetings of about 60 related 
organizations in Detroit November 13-17. 

Scientific sessions and exhibits will cover com- 
munity health, prevention of disease, and control of 
environmental health factors. 

The Association, largest professional society for 
professional public health personnel in the Western 
Hemisphere, has more than 13,000 members who 
include physicians, professional engineers, dentists, 
nurses, laboratory scientists, sanitarians, veterinarians, 
statisticians, health educators, social workers, educa- 
tors, nutritionists, and other specialists. 

Dr. Berwyn F. Mattison, executive director of the 
association, reports that other groups planning to 
hold sessions in conjunction with this group are the 
American Association of Public Health Physicians, 
Association of State and Territorial Directors of 
Public Health Nursing, Association of State and Ter- 
ritorial Health Officers, Association of State and 
Territorial Public Health Nutrition Directors, As- 
sociation of Teachers of Preventive Medicine, Con- 
ference for Health Council Work, Conference of 
Municipal Public Health Engineers, Conference of 
Public Health Veterinarians, Conference of State and 
Provincial Public Health Laboratory Directors, Con- 
ference of State Sanitary Engineers, National Citi- 
zens Committee for the World Health Organization, 
Public Health Cancer Association of America, Social 
Workers in Health and Welfare Programs, and So- 
ciety of Public Health Educators. 


Brackenridge Hospital Exes 
Meet in November 


Dr. Edward B. Singleton, Houston radiologist, will 
be guest speaker at the biannual meeting of the ex- 
interns and residents of Brackenridge Hospital on 
November 11 at the City-County Health Unit, 1313 
Sabine, Austin. Other interested physicians in the 
vicinity are invited to attend. 

Dr. Singleton’s topic is “Diseases of the Intestinal 
Tract, With Emphasis on Pediatrics.” Physicians on 
the staff .of Brackenridge Hospital will also partici- 
pate in the program. 

Registration will be at 8 o'clock in the morning, 
and the program will last from 9 o'clock until noon. 
A buffet luncheon will be served. Luncheon reserva- 
tions may be made with Ted M. Sousares, M.D., at 
7101 Woodrow Avenue, Austin 5. 
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New Pamphlets 


Parkinson's Disease—This pamphlet emphasizes 
hope through research; it also follows several “typi- 
cal” cases of Parkinson’s disease giving the history, 
treatment, and prognosis of each. A Public Health 
Service publication, this pamphlet is available from 
the Superintendent of Documents, U. S. Government 
Printing Office, Washington 25, D. C., at 15 cents 
per copy. 


A List of Worthwhile Health Insurance Books 
has been prepared by the Health Insurance Institute 
and is free upon request from the Institute, 488 Mad- 
ison Avenue, New York 22. Contents include lists 
of books on health insurance, directories, biographies, 
policy information and rates, statistics and informa- 
tion on the business as a whole and on individual 
companies, general insurance, gerontology, social se- 
curity, and vital statistics. 


Radioactive Medicine—A Pamphlet for the Pa- 
tient has been released recently by E. R. Squibb & 
Sons. The pamphlet describes several of the more 
common diagnostic and therapeutic applications of 
radiopharmaceuticals. Inquiries may be directed to 
Jim Shannon, 745 Fifth Avenue, New York 22. 


The Health Insurance Council has published a new 
booklet, The Role of Insurance Companies in Financ- 
ing Hospital Care. The booklet outlines the dis- 
tinguishing characteristics of health coverages pro- 
vided by insurance companies and. methods devel- 
oped by the council to facilitate payments to hos- 
pitals, and concludes with an appraisal of hospital 
utilization, medical expenditures, and rising health 
care costs and their control. Copies of the booklet 
may be obtained without cost from the Council, 750 
Third Avenue, New York 17. 


The 1961 revised and expanded edition of Medi- 
colegal Forms With Legal Analysis, prepared by the 
Law Department, American Medical Association, is 
now available. Physicians may obtain single copies 
without charge from the AMA, 535 North Dearborn 
Street, Chicago 10. 


Texas Pediatric Society 


Dr. Halcuit Moore, Dallas, has been elected presi- 
dent of the Texas Pediatric Society. Other officers 
are Dr. John A. Welty, Harlingen, president-elect; 
Dr. Clarence E. Gilmore, Paris, re-elected secretary; 
and Dr. D. H. McDonald, Abilene, re-elected treas- 
urer. Dr. Ben B. Shaver, San Antonio, was elected 
to a four year term as chairman of District 3. 


TEXAS State Journal of Medicine, OCTOBER, 1961 





Patient's Blood May Help 
Reduce Rh-Typing Costs 


A Fort Worth physician, Dr. E. Richard Halden, 
Jr. administrator of the Fort Worth Amon Carter 
Blood Center, has found that one of his patients has 
hemochromatosis, and that by regular withdrawal of 
small amounts of blood, the condition can be con- 
trolled. The withdrawn serum can be used for Rh- 
factor typing. Dr. Halden estimates that his patient 
can produce enough serum for 7,000,000 Rh identifi- 
cations. He and the patient plan to get the price of 
serum reduced considerably. 


The discovery rated nationwide newspaper cover- 
age and an account in the medical pages of Time. 


Dallas Academy of Ophthalmology 


And Otolaryngology 


The Dec. 5 meeting of the Dallas Academy of 
Ophthalmology and Otolaryngology will feature a 
talk on hereditary conditions of the eye in children. 
Guest speaker for the two-part session is Dr. Leonard 
Apt of Los Angeles. 


Another Los Angeles physician, Dr. Hans von 
Leden, will be on hand Jan. 2, 1962, to discuss the 
larynx and voice, and diagnosis and treatment of 
voice disorders. 


Neuro-ophthalmology will be the topic of the 
February meeting. Dr. J. Lawton Smith of the Duke 
University of Ophthalmology will instruct. 


The Academy will announce more complete plans 
for each meeting later in the year. 


Travis Society Presents 4 Awards 


The Travis County Medical Society has presented 
four special awards to Austin men for their work in 
producing the successful television series, “Tell Me, 
Doctor”. 


Awards were presented to Mr. J. C. Kellam, gen- 
eral manager and president of KTBC-TV; Mr. 
Charles E. Green, executive editor of the American- 
Statesman; Mr. Roy Cates, executive secretary of the 
Travis County Medical Society, and Dr. Douglas F. 
Barkley, medical society representative, for their work 
and cooperation in presenting the program. 

The public service series was designed to acquaint 
the public with medical techniques expressed in a 
layman’s language. 
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ACS Inducts New Fellows 


Approximately 1,103 surgeons were inducted as 
new Fellows of the American College of Surgeons 
in a cap and gown ceremony during the annual clin- 
ical conference in Chicago early this month. 


Members of the Texas Medical Association who 
achieved this honor are Drs. A. Kelly Morris, Bay- 
town; Milton M. Self, Beaumont; Richard H. Harri- 
son III, Bryan; Kenneth O. Adwan, Fred W. Bone, 
James P. Carney, Donald A. Corgill, Ralph C. Disch, 
Horace T. Hayes, Onesimo Hernandez, Ben K. How- 
ard, Adil A. Iliya, Elbert H. Lewis, Hal W. Maxwell, 
Evri B. Mendel, Arthur G. Nelson, Edward A. New- 
ell, Sam H. Phillips, Jr., and Eldon K. Siebel, Dallas; 
and John H. Cayce, Robert S. Guy, and James O. 
McBride, Fort Worth. 


Also, Drs. John A. Schadler, Hamilton; William 
J. Estrada, Daniel J. Feinstein, Vincent T. Forner, 
Riley P. Foster, Walter S. Henly, Richard H. Jesse, 
Russell Scott, Jr., and Walter J. Wolf, Houston; 
George G. Susat, Irving; Capt. Dale E. Dominy, 
Lackland Air Force Base; Julius T. Krueger, Jr., and 
Royce C. Lewis, Jr., Lubbock; and Jules R. Levin, 
Overton. 


Also, Drs. Isadore V. Epstein, Pasadena; Theodore 
H. Chuang, Thomas G. Glass, Jr., Ernest J. Gregory, 
Jr., and James W. Nixon, Jr., San Antonio; Earl 
W. Clawater, Jr., and John C. Turner, Jr., Tyler; and 
Charles B. Dryden, Jr., John R. Reagan, and Fred 
W. Taylor, Wichita Falls. 


Oral Polio Vaccine Records Stressed 


The importance of keeping accurate records in 
connection with the new oral poliomyelitis vaccine 
was emphasized by Dr. Felix L. Butte, president of 
the Dallas County Medical Society, in a recent issue 
of the society's official publication, The Dallas Medi- 
cal Journal. 


Dr. Butte points out that there are three different 
types of oral vaccine, each to be given separately 
and at different times, whereas the Salk vaccine is 
of one type. This means that accurate records must 
be kept, not only of dates, but also of the type of 
oral vaccine received. 


In addition, the oral vaccine is in concentrate 
form, and must be placed in solution and admin- 
istered by a physician. Dr. Butte urged physicians 
to familiarize themselves with the new oral vaccine 
to avoid confusion and misunderstanding on the part 
of both the profession and the public. 
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Prison Volunteers Aid Research 


Medical research efforts—ranging from a vaccine 
against hepatitis to remedies for the common cold— 
are being aided by prison convict volunteers. 

Prison volunteers for medical studies have been 
used since 1915, according to a recent article in 
Medicine At Work. Prisoners played a large part in 
the development of antimalarial drugs during World 
War II. Nathan Leopold, codefendant in a sensational 
1924 murder trial, received a reduced prison sentence 
and subsequent parole for voluntary participation in 
a risky antimalarial project. 

Convicts also have cooperated by taking hallucino- 
genic drugs, ingesting large doses of DDT, and help- 
ing to test new vaccines and treatments. Approxi- 
mately 200 volunteers at the Ohio Penitentiary have 
received injections of malignant cells in a research 
program conducted since 1956 by the Sloan-Kettering 
Institute. 

Why do convicts volunteer? The tangible rewards 
—small sums of money, minor reductions of sen- 
tences, a “plus” on their records—do not give the 
complete answer. Many find that their action gives 
new meaning to life and perhaps relieves guilt feel- 
ings. And as one prison physician put it: “He {the 
convict} does it to lift his own self-esteem.” 


Medical Aspects of Sports 
To Be Conference Topic 


The third national conference on the Medical As- 
pects of Sports, sponsored by the American Medical 
Association, will be held in Denver on Nov. 26. In- 
cluded on the program will be panels and discussions 
relating to training and conditioning; prevention 
of injuries; recognition, referral, and treatment of 
injuries; and the physiology of sports participation. 

Those who would like more complete program de- 
tails may write the Secretary, Committee on the Med- 
ical Aspects of Sports, American Medical Association, 
535 North Dearborn Street, Chicago 10. 


Cancer Spread Traced 
Through Nerve Paths 


The spread of cancers of the neck and head 
through nerve fibers and along nerve canals can be 
detected by roentgenographic studies, according to a 
team of doctors at the University of Texas M. D. 
Anderson Hospital and Tumor Clinic in Houston. 

Drs. Gerald D. Dodd, Patrick A. Dolan, and Alan- 
do J. Ballantyne reported roentgenographic confirma- 
tion of the spread af primary cancers of the head, 
face, and neck in 15 of 37 patients studied before 
surgery. Neural involvement was verified by post- 
surgical examination of tissue in 33 cases and by 
clinical findings and other roentgenographic studies 
in four. 

The Texas physicians .reported their findings to 
members of the American Roentgen Ray Society at 
a September meeting in Miami Beach. 

Cancers of the head and neck are particularly 
likely to involve the nerve paths because of the 
peculiar anatomy of the area, they warned. Their 
studies showed the involvement of the inferior al- 
veolar, lingual, facial, vagus, optic, and hypoglossal 
nerves, among others, from primary tumors of the 
lip, nose and face, antrum and nasopharynx, and 
parotid gland. i 

The authors pointed out that cancer cells push 
among nerve cells but cannot invade them. Thus, 
the nerve continues its normal function and gives no 
pain or clinical symptoms of involvement. Besides 
imbedding themselves among the nerve fibers, the 
spreading cancers also invade the lymphatic supply, 
the doctors said. 

Roentgenographic studies were made by detecting 
a thickening of the nerves where they pass through 
narrow bone canals. In some cases, the cancers caused 
an erosion of the bone by becoming so swollen. 

Many cases of recurrent cancers after removal of 
the primary tumor may be attributed to failure of 
attending physicians to look for nerve involvement, 
the Texas doctors said. They predicted that in- 
creased use of nerve path studies would detect many 
more cases of cancer. 


Foreign Medical Schools Not Approved 


Graduates of all foreign medical schools, including those in Mexico, are 
required to pass the examination given by the Educational Council for Foreign 
Medical Graduates, according to Dr. M. H. Crabb, Secretary, Texas State Board 
of Medical Examiners. Foreign medical graduates must obtain a permanent 
E.C.F.MG. certificate before they are eligible to be admitted for examination 


to obtain a license in Texas. 
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First Surgeons General Were Fighters 


Perhaps taken for granted today, the United States 
Public Health Service had a difficult beginning. 

Rudiments of the service started from the govern- 
ment’s taxation of seamen to finance their medical 
-are, which led to a chain of port-city hospitals, 
<nown as the Marine Hospital Service. 

Less than a century ago, in 1871, the first “Super- 
visory Surgeon” was appointed by the Secretary of 
‘he Treasury to act as coordinator of the reorganized 
Marine Hospital Service. 

The title was later changed to Surgeon General, 
but it was not until 1939 that the post was detached 
from the Treasury Department. Meanwhile the range 
of duties and responsibilities had expanded greatly. 

Four early Surgeons General have reputations for 
being heroic leaders. 

Dr. John Maynard Woodworth, the first physician 
named to the post, had been a medical officer for 
William Tecumseh Sherman’s Army of Tennessee. 
In charge of the ambulance train on the “march to 
the sea”, he is credited with bringing the sick and 
wounded through to Savannah without the-loss of a 
single man. This reputation led him to the govern- 
ment appointment in 1871. 

Dr. Woodworth maintained staunchly that the 
function of the Marine Hospital Service should ex- 
tend beyond furnishing direct medical care to sea- 
men. His principal concern was to guard the country 
from “diseases from without”, a growing problem 
because of the increase of maritime travel after the 
Civil War. He proposed a plan to prevent the intro- 
duction of disease through sea traffic and, in 1887, 
Congress enacted the first U. S. Maritime Quarantine 
Act. 

Dr. John B. Hamilton succeeded Dr. Woodworth 
in 1888 and was responsible for shaping the organi- 
zation and charting its future public health course. 
He secured passage of a law creating a commissioned 
corps for the Marine Health Service; abolished the 
hospital tax on seamen; established the Hygienic 
Laboratory (forerunner of the National Institutes of 
Health) to investigate infectious and contagious dis- 
eases; and developed an interstate quarantine system. 

By using his office for the investigation of internal 
epidemics and by working with state authorities to 
control them, he set a new public health trend. 
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Dr. Walter Wyman became Surgeon General in 
1891. During his 20-year tenure the words “public 
health” were incorporated into the name of his de- 
partment. 

Dr. Wyman planned and organized research proj- 
ects and “in every possible way relieved competent 
scientific workers of administrative and routine du- 
ties.” During his administration, a leprosy investiga- 
tion station was established in Hawaii; maritime 
quarantine functions were extended to the Philip- 
pines, Cuba, the Panama Canal, and other United 
States possessions; and, through cooperation with 
other nations, the Pan American Sanitary Bureau and 
the International Office of Public Health were es- 
tablished. 


Dr. Wyman obtained congressional authorization 
“to license establishments producing and preparing 
biological products for sale in interstate commerce.” 

Once, to prevent the spread of a cholera epidemic 
to this country, Dr. Wyman instituted a 20-day quar- 
antine of all vessels bringing immigrants to this 
country. 


Dr. Rupert Blue, who became Surgeon General in 
1912, had been an assistant surgeon under Dr. Wy- 
man when bubonic plague threatened San Francisco 
after a dead seaman was found in the Chinese quar- 
ter. Marine Hospital Service and local health authori- 
ties had diagnosed the disease, but newspapers, poli- 
ticians, lawyers, and real estate men disputed it. Dr. 
Wyman and his department were under heavy at- 
tack, but a federal investigating committee finally 
confirmed the diagnosis. 


During Dr. Blue's tenure the service became what 
Dr. Woodworth had originally envisioned—a true 
national health service. The service initiated field 
investigations of sewage, water supplies, and pollu- 
tion of streams; sponsored a drive to eradicate tra- 
choma in the Appalachian and Ozark Mountain re- 
gions; employed full-time county health officials; 
sponsored a program to control venereal disease; and 
held demonstrations of effective rural sanitation. 

The year Dr. Blue took office the department was 
renamed: The United States Public Health Service. 

—aAdapted from a story in Medical News, 
August 4, 1961. 








MEMORIAL 
LIBRARY 


Obesity 


AMA Council on Foods and Nutrition: Formula 
Diets and Weight Control, J.A.M.A. 176:121 (May 
6) 1961. 

Assessment of Weight Reduction, Nutrition Abstr. 
& Rev. 18:170 (June) 1960. 

Berkowitz, D., and Beck, N.: Long-Term Manage- 
ment of Obesity in Union Health Center: Analysis 
of Successes and Failures, J.A.M.A. 172:1381 (March 
26) 1960. 

Blum, J. S.: Hypnosis in General Practice—lIts 
Limitations, Dis. Nerv. System 21:20 (Jan,) 1960. 

Cass, L. J.: Clinical Investigation of Concentrated 
Food Substance (Calorid) as Total Caloric Intake, 
Current Therapy Research 3:125 (March) 1961. 

Cass, L. J.: Evaluation of Phedimetrazine Bitartrate 
as Appetite Suppressant, Canad. M.A.J. 84:1114 
(May 20) 1961. 

Cawadias, A. P.: Treatment of Obesity in Adult, 
Brit. J. Clin. Practice 14:173 (March) 1960. 

Fazekas, J. F.: Current Concepts in Therapy: Ano- 
rexigenic Agents, New England J. Med. 264:501 
(March 9) 1961. 

Feinstein, A. R.: Problem of Treatment in Obesity, 
GP 23:83 (May) 1961. 

Feinstein, A. R.: Treatment of Obesity: Analysis 
of Methods, Results, and Factors Which Influence 
Success, J. Chron. Dis. 11:349 (April) 1960. 

Fineberg, S. K.: Obesity-Diabetes and Anorexigen- 
ics, J.A.M.A. 175:680 (Feb. 25) 1961. 

Frohlich, E. D.: The Pickwickian Syndrome, GP 
24:83 (Sept.) 1961. 

Gastineau, C. F.: Prediction of Weight Loss on a 
Reducing Diet, Minnesota Med. 43:255 (April) 
1960. 

Greenblatt, R. B., et al.: The Fat and the Lean, 
J.M.A. Georgia 50:169 (April) 1961. 

Hastrup, B., et al.: Chorionic Gonadotropin and 
Treatment of Obesity, Acta. med. scandinav. 168:25 
(Sept. 21) 1960. 
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Higgins, M. L.: Useful Adjunct in Dietary Man- 
agement of Obesity, Current Therapy Research 3:224 
(May) 1961. 

Kreinin, S.: Weight Control—A Challenge, Med. 
Times 89:474 (May) 1961. 

Lapin, L. P.: Successful Long-Term Weight Loss, 
J. M. Soc. New Jersey 57:590 (Oct.) 1960. 

Modell, W.: Status and Prospect of Drugs for 
Overeating, J.A.M.A. 173:1131 (July 9) 1960. 

Nash, J.: Treatment of Obesity by Control of Ap- 
petite with Diethylpropion (Tenuate), J. Irish M. A. 
48:15 (Jan.) 1961. 

Poindexter, A.: Appetite Suppressant Drugs: Con- 
trolled Clinical Comparison of Benzphetamine, Phen- 
metrazine, d-Amphetamine and Placebo, Current 
Therapy Research 2:354 (Aug.) 1960. 

Reiser, P., et al.: Use of Appetite Suppressant 
Benzphetamine in General Office Practice, Int. Rec. 
Med. 174:94 (Feb.) 1961. 

Roberts, H. J.: Effective Long Term Weight Re- 
duction: Experiences With Metrecal, Am. J. Clin. 
Nutrition 8:817 (Nov.-Dec.) 1960. 

Rosenberg, B. A.: Double-Blind Study of Ano- 
rexigenic Combination, Current Therapy Research 
3:45 (Feb.) 1961. 

Rynearson, E. H.: Drugs in Treatment of Obesity, 
Minnesota Med. 43:348 (May) 1960. 

Seaton, D. A., et al.: Diethylpropion in Treatment 
of “Refractory” Obesity, Brit. M. J. 1:1009 (April 
8) 1961. 

Shepard, W. P., et al.: Significance and Prevention 
of Overweight, Modern Medicine 28:88 (Dec. 1) 
1960. 

Simon, F., and Bernstein, A.: Treatment of Obesity 
in Patients with Cardiovascular Disease, Angiology 
12:32 (Jan.) 1961. 

Stough, A. R.: Weight Loss Without Diet Worry: 
Use of Benzphetamine Hydrochloride (Didres), J. 
Oklahoma M. A. 53:760 (Nov.) 1960. 
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New Books Received 


Botella-Llusia, J.: Obstetrical Endocrinology, Spring- 
field, Ill., Charles C Thomas, 1961. 

Ciba Foundation Study Group: Problems of Pul- 
monary Circulation, Boston, Little, Brown & Co., 
1961. 

Hamilton, W. J., et al.: Human Embryology, Bal- 
imore, Williams and Wilkins, 1952. 

Hamlin, R. H.: Voluntary Health and Welfare 
\gencies in United States, New York, Schoolmasters’ 
Press, 1961. 

Jordan, H. E., and Kindred, J. E.: Textbook of 
Embryology, ed. 5, New York, Appleton-Century- 
‘rofts, 1948. 

Littman, M. L., and Zimmerman, L. E.: Crypto- 
-occosis, New York, Grune and Stratton, 1956. 

Rubin, E. H., and Rubin, M.: Thoracic Diseases, 
Philadelphia, W. B. Saunders, 1961. 

Skulme, K. A.: Etiology, Pathogenesis and Early 
Diagnosis of Cancer and Precancerous Diseases of 
Stomach, Riga, Academy of Science of Latvian SSR, 
1959. 

Who's Who of American Women, ed. 2, Chicago, 
Marquis, 1961. 


Gifts to the Library 


Dr. Mathis W. Blackstock, Austin, 147 journals. 
Dr. Ray E. Bullard, Jr., Blanco, 618 journals. 
Dr. Robert J. Carabasi, Temple, 35 journals. 
Dr. Reginald A. Cooper, Austin, 316 journals. 
Dr. Morris Davidson, Austin, 22 journals. 

Dr. Homer Goehrs, Austin, 26 journals. 

Dr. James G. Hamer, Austin, 266 journals. 
Dr. Stanley Hillis, Austin, 1,048 journals. 

Dr. Jay J. Johns, Taylor, 12 journals. 

Dr. H. J. Kaplan, Bay City, 8 books. 

Dr. Alfred J. Kelly, Austin, 41 journals. 

Dr. Hugo A. Klint, Austin, 87 journals. 

Dr. Cary Legett, Jr., Austin, 288 journals. 

Dr. Walter K. Long, Austin, 15 journals. 

Dr. Francis E. McIntyre, Austin, 32 journals. 
Dr. E. Filmore Meredith, Olney, 268 journals. 
Dr. Morris Polsky, Austin, 8 journals. 

Dr. John R. Rainey, Jr., Austin, 358 journals. 


Book Notes 


The Sedimentation Rate of Human 
Erythrocytes 


FRANK WRIGHT, M.D., F.A.C.P., F.A.S., 43 pages. 
$2.50. New York, Vantage Press, 1958. 
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Genetics and Cancer 


Papers Presented at the Thirteenth Annual Sym- 
posium on Fundamental Cancer Research, 1959, The 
University of Texas M. D. Anderson Hospital and 


Tumor Institute. 459 pages. $8.50. Austin, University 
of Texas Press, 1959. 


Dr. R. Lee Clark, Director of the University of 
Texas M. D. Anderson Hospital and Tumor Institute, 
states that cancer research has no well-defined bound- 
aries; recent Nobel and Lasker awards went to work- 
ers on theoretical genetics. 

The book is divided into five basic parts: genetic 
theory of cancer etiology, fundamental aspects of 
genetics in carcinogenesis, gene interaction in neo- 
plastic growth, genetic basis of cell resistance, and 
heredity and human cancer. Also included is the 
Bertner Foundation Lecture on the fibroma-myxoma 
virus complex with regard to virus and host reaction. 

Each paper is very technical, and is concerned with 
fundamental genetic principles, both old and new. 
Controversial subjects, such as plasmagene theory of 
carcinogenesis and somatic mutation in neoplastic 
growth, are likely to arouse discussion among workers 
in other fundamental research groups, as they did 
during this symposium. Included are studies in micro- 
bial genetics, as well as investigations in inbred ani- 
mal strains, which help to advance understanding of 
desoxyribose nucleic acid and ribonucleic acid. Elec- 
tron microscopy and zone electrophoresis are cited as 
two factors that have brought nucleic acid studies of 
mammalian tumor-inducing agents to the forefront. 
A discussion of radiation in relation to carcinogenesis 
and mutation proposes new ideas, one being that 
radiation chemistry is still in a prenatal stage. 

Other subjects of intricate genetic principles and 
proposals resulting from basic research are too 
lengthy for this review. 

They include sections on chromosome status as 
related to the origin and progression of tumors, gen- 
etics of im vitro cells, gene action, site of gene action, 
cytogenetics of experimental tumors, sex-linked in- 
compatibility, drug-resistant sublines, and the role 
of viruses and hosts in the fibroma-myxoma virus 
complex. 

Several sections on the precancerous nature of 
hyperplastic alveolar nodules in the breast, tumor 
cell resistance to antimetabolites and its possible 
genetic implications, and heredity and human cancer 
probably will hold the interest of the practicing clin- 
ician more than others in the book. 

In the symposium summary is found the statement 
“The development and growth of cancer are a series 
of complex interactions between the host, the carcino- 
genic stimulus, and the environment, and . . . the 
ultimate solution to the problem will not rest upon 
the contributions of any one scientific discipline”. 

—Henry Goodwin Glass, M.D., Houston. 
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Atlas of Anatomy and Surgical 
Approaches in Orthopaedic 
Surgery—Upper Extremity 


RODOLFO COSENTINO, M.D., Assistant Professor in 
Orthopaedic Surgery, University of La Plata, Argen- 
tina; Research Associate, Department of Orthopaedic 
Surgery, State University of Iowa, Iowa City. 192 
pages. $10.50. Springfield, Ill, Charles C Thomas, 
1960. 


Dr. Cosentino has compiled an atlas of photo- 


graphs of the sections of the upper extremity to show 
the general anatomy, and photographs of the sections 
demonstrating the usual surgical approaches. 

There are no line drawings; no specific surgical 
procedure is described. This is specifically work on 
anatomy as it would be observed from a surgical 
standpoint. 

Dr. Cosentino’s treatise should be available to every 
intern or resident who needs an anatomical review 
before surgery. 

—Milton Freiberg, M.D., Tyler. 


RECENT 
DEATHS 


DR. W. L. BAUGH 


Dr. William Lev Baugh, who had practiced in 
Lubbock for more than 55 years, died June 15, 1961, 
in a local hospital. He had suffered from diabetes 
and a cerebral thrombosis. 

Born November 3, 1880, in Brownwood, he was 
the son of Washington Morgan and Zada (Burnett) 
Baugh. He attended public schools, then studied 
one year at Howard Payne College in Brownwood 
before entering the University of Texas Medical 
Branch, Galveston, in 1901. He was graduated in 
1905, and after practicing briefly in Glen Rose, he 
moved to Lubbock in 1906, and remained there 
throughout his career. 

An organizer and charter member of the Lubbock- 
Crosby Counties Medical Society, the pioneer doctor 
served as president of that group for five terms 
during the years 1910-1929. For six years, he was 
delegate to the Texas Medical Association from his 
local society, and in 1930, Dr. Baugh was elected, to 
the vice-presidency of the Association. Honorary 
membership was conferred on him in 1950. He also 
had been a councilor for his district, and his name 
occupies a place of honor on the cornerstone of the 
new State Health Department Building in Austin. 

Dr. Baugh was a member and past president of 
the Panhandle District Medical Society, and for 43 
years was Lubbock County health officer. He was a 
member of the American Medical Association. The 
West Texas Hospital, opened in 1922 in Lubbock, 


owes much to Dr. Baugh, who was instrumental in 
its inception and was a guiding member of its 
original staff. 

For many years, Dr. Baugh was custodian of the 
original minutes book of the Lubbock-Crosby Coun- 
ties Medical Society, and in 1926 he presented these 
records to the Southwest Collection at Texas Tech- 
nological College. It is said to be the only permanent 
record of early medical activities in the South Plains. 


DR. W. L. BAUGH 
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Not one to limit his activities to one field, Dr. 
Baugh made his influence felt in many civic func- 
tions. He was active in the Knights of Pythias, the 
Independent Order of Odd Fellows, and the Wood- 
men of the World. He also was a member of the 
building committee for the city hall. 


During World Wars I and II, he was a medical 
examiner for the U. S. Army, and during the latter 
conflict, he also was a psychiatrist for the local in- 
duction center. 


On July 26, 1908, Dr. Baugh and Miss Nellie 
Jett Green were married in Brownwood. Mrs. Baugh 
survives, as do two children, William L. Baugh, Jr., 
Wichita Falls, and Mrs. B. E. Whitley, Corpus 
Christi; a brother, Marion Baugh, Brownwood; and 
five sisters, Mrs. John Strait, Big Wells; Mrs. Arch 
Lewis, San Angelo; and Mesdames Laura Broocke, 
Homer Chastian, and Ed Franke, all of Brownwood; 
and two grandchildren. 


DR. L. E. McGARY 


Dr. Lester Eugene McGary, Corsicana, died July 
26, 1961, in a local hospital. He had suffered a heart 
attack earlier in his home. 


Dr. McGary established the department of pathol- 
ogy at the Navarro County Memorial Hospital in 
January, 1960. Prior to that time, he had been a 
pathologist for 35 years in Madison, Wis. 


Born October 31, 1892, on a farm near Norwalk, 
Wis., he was the son of Eugene and Lydia (Sour) 
McGary. He was educated in the local public schools, 
and was graduated from La Crosse State Teachers 
College in 1915. He taught in Wisconsin and Cali- 
fornia before entering the Navy in 1917. After the 
war, he entered the University of Wisconsin Medical 
School, Madison. His M.D. degree was from Tulane 
University School of Medicine, New Orleans, from 
which he was graduated in 1924. He began practic- 
ing clinical pathology in Madison, where he re- 
mained for 35 years. When he retired in 1957, he 
had held for 31 years the position of chief pathol- 
ogist and director of laboratories at Madison General 
Hospital, a 400-bed institution. 


Dr. McGary had been a member of the Wisconsin 
State Medical Society, Dane County Medical Society, 
Wisconsin State Society of Pathologists, American 
Medical Association, Phi Chi medical fraternity, and 
the Wisconsin Heart Association. He was a fellow 
of the College of American Pathologists and of the 
American Society of Clinical Pathology. He was cer- 
tified by the American Board of Pathology. He had 
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DR. L. E. McGARY 


joined the Texas Medical Association in 1960 
through the Navarro County Medical Society. He was 
a member of the Elks Club and the American Legion. 
He enjoyed fishing, hunting, and recently, raising 
roses. 

During World War I, Dr. McGary served in the 
U. S. Navy as a pharmacist’s mate, second class. 
He was stationed in Mare Island, Calif., and League 
Island Training Center, and Grey Ferry Road Hos- 
pital, Philadelphia. 

On September 9, 1922, he was married to Miss 
Amber Bernice Gabriel who was then supervisor 
of obstetrics at Madison General Hospital. 

She survives, as do two sons, Dr. Lester E. McGary, 
Jr., Corsicana, and Dr. Richard McGary, Madison, 
Wis.; a daughter, Major Virginia McGary, Brooke 
Army Hospital, San Antonio; a sister, Mrs. Mabel 
Heffermann, Waukesha, Wis.; and four grandchil- 
dren. 


DR. J. F. CLARK 


Dr. J. Frank Clark of Abilene died Sept. 1, 1961. 
The cause of death was apoplexy. 

Dr. Clark, a native of Breckenridge, was born 
Jan. 10, 1888. His parents were Dr. Frank and Attie 
(Rawlins) Clark. His was a distinguished family of 
teachers, ministers and doctors. His grandfather and 
two uncles founded the old Add-Ran College in 
Thorp Spring in the early 1870's. This was the par- 
ent institution of Texas Christian University. Dr. 
J. Frank Clark was educated in public schools in 
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Caddo, and attended TCU in Fort Worth for two 
years before entering Southern Methodist University 
Medical Department in 1909. He was graduated in 
1913, and interned one year at St. Paul Hospital in 
Dallas. Later, he studied in Chicago and New Or- 
leans. 

Beginning his practice with his father in Iowa 
Park, he remained there 10 years before moving in 
1923 to Abilene to join Drs. Jim and Mack Alex- 
ander in practice at the old Alexander Hospital. In 
that year, he married Miss Josephine Daniels. In 
1944, Dr. Clark moved to Georgetown where he was 
a partner in its Georgetown Hospital and Clinic. He 
returned in 1955 to Abilene, where he was active 
until the time of his death. 

A member of the Texas and American Medical 
Associations through the Wichita, Taylor-Jones, or 
Williamson Counties Medical Societies since. 1915, 
Dr. Clark had been secretary of the Taylor-Jones 
group in 1936 and president in 1941. He was presi- 
dent of the Williamson County Society in 1948. He 
also was a fellow of the American College of Sur- 
geons and a member of the Kiwanis Club and First 
Christian Church. 

During World War I, he was a captain in the 
Army Medical Corps, and served in France and Ger- 
many. 

Dr. Clark is survived by Mrs. Clark; two daughters, 
Mrs. Hal Ramsey, Burlingame, Calif., and Mrs. Jim 
Chadwick, Hollywood, Calif.; a son, Franklin Clark, 
Bakersfield, Calif.; a sister, Mrs. W.T. White, Dallas; 
and three brothers, Gordon Clark, M.D., and T. M. 
Clark, Iowa Park, Texas, and Rawlins Clark, Dallas. 


DR. J. F. CLARK 


DR. R. A. NEBLETT 


Dr. Robert Alexander Neblett, who had been in 
general practice in Canyon since 1932, died Aug. 22, 
1961, in a Dallas hospital. He had retired from ac- 
tive practice in 1959 because of ill health, and only 
recently had been admitted to the hospital for sur- 
gery; he died shortly after the operation. 


Dr. Neblett opened the first unit of the Neblett 
Hospital in Canyon in 1937; it was closed during 
World War II while the doctor served as a major 
in the U. S. Army Medical Corps in New Guinea, 
New Britain, the Philippines, and Japan. He re- 
turned to his home and practice in 1946. 

Dr. Neblett had been a member of the Texas and 
American Medical Associations through the Potter- 
Randall or Tierra Blanca Counties Medical Societies, 
and was a past president of the Third District Medi- 
cal Society. He had served as both president and 
secretary of his county organization, and was twice 
elected Councilor of the Third District for TMA. 

An enthusiastic civic leader, Dr. Neblett had been 
president of the Rotary Club and of the County 
Independent School District, and in 1949 was 
awarded a plaque as the outstanding citizen by the 
Canyon Chamber of Commerce. He worked closely 
with the West Texas State College Foundation, and 
was a member of the Board of Elders of the First 
Presbyterian Church, which has established a memor- 
ial fund in his honor. 

A native of Jackson, Tenn., Dr. Neblett was born 
May 4, 1902, and was the son of Fletcher B. and 
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Elvie (Norfleet) Neblett. He attended El Paso High 
School and was graduated from the University of 
Texas in 1926. He then earned his doctor of medi- 
cine degree from the University of Texas Medical 
Branch, Galveston, in 1930, and was an intern and 
resident in Charity Hospital, New Orleans. 


On June 1, 1929, he and Miss Dorothy Elizabeth 
Burrow were married in Canyon. Survivors include 
Mrs. Neblett, a son, Charles Robert Neblett, a stu- 
dent at Baylor University Medical School, Houston; 
a daughter, Mrs. Clay Kemper Perkins, San Diego, 
Calif.; and two sisters, Mrs. William Morford and 
Mrs. Maurice Ballew, Jackson, Tenn. 


DR. |. E. PRITCHETT 


Dr. Ira Elbert Pritchett, Angleton, died there Aug- 
ust 11, 1961, of cancer. He had lived in Angleton for 
14 years after retiring from his medical practice in 
Houston. 


Dr. Pritchett, the son of Henry Carr and Kate 
Smith Pritchett, was born Dec. 9, 1879, in San Mar- 
cos. He received his preliminary education at Maken- 
zie Institute, Coronal Institute, and Sam Houston 
State Teachers College, Huntsville. 


He was graduated from the University of Texas 
Medical Branch in 1904, interned at St. Mary's In- 
firmary, Galveston, and served his residency at Santa 
Rosa Hospital in San Antonio. 


He began his practice in 1905 in San Marcos, 
moving to Galveston in 1907, where he practiced 
until 1909. That year he went to Houston, where he 
remained until his retirement in 1947, excepting 
the years spent in military service. 


Dr. Pritchett served in the British Red Cross be- 
fore the entry of the United States in World War 
I. During this time he was located in London at 
Royal Herbert Military Base Hospital and at Edin- 
burgh War Hospital in Edinburgh. Later he trans- 
ferred to the U. S. Army Medical Corps and served 
in French evacuation hospitals. He was discharged 
in 1919 with the rank of major. 


A fellow of the American College of Surgeons, 
Dr. Pritchett was elected in 1948 to honorary mem- 
bership in the Texas Medical Association. He also 
was a member of the Harris County Medical Society 
and the American Medical Association. He belonged 
to the Methodist church. 


Survivors are Mrs. Pritchett, the former Katherine 
Sutter, whom he married Sept. 12, 1917, in San An- 
tonio; a brother, Lucian Pritchett, Dallas; and a num- 
ber of nieces and nephews. Dr. Pritchett’s only son, 


Ira E. Pritchett, Jr, was a pilot killed in World 
War II. 
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* Coming Meetings 


American Medical Association, Clinical Meeting, Denver, Nov. 27-30, 
1961. Dr. F. J. L. Blasingame, 535 N. Dearborn, Chicago 10, 
Exec. Vice-Pres. 

Texas Medical Association, Austin, May 12-15, 1962. C. L. Willis- 
ton, 1801 N. Lamar, Austin, Exec. Sec 


Current Meetings 


OCTOBER 


American Academy of Ophthalmology and Orolaryngology, Chicago, 
Oct. 8-13, 1961. Dr. W. L. Benedict, 15 2nd St. S.W., Roches- 
ter, Minn., Sec. 

American Academy of Pediatrics, Chicago, Oct. 2-5, 1961; New 
York, April 30-May 2, 1962. Dr. E. H. Christopherson, 1801 
Hinman, Evanston, Ill., Exec. Dir. 

American Cancer Society, New York, Oct. 23-24, 1961. Mr. G. 
Whittlesey, 521 W. 57th, New York 19, Sec. 

American College of Gastroenterology, Cleveland, Oct. 22-25, 1961. 
Mr. D. Weiss, 33 W. 60th, New York 23, Exec. Dir. 

American College of Surgeons, Chicago, Oct. 2-6, 1961. Dr. W. E. 
Adams, 40 East Erie, Chicago, Sec. 

American Heart Association, Miami Beach, Oct. 20-24, 1961. Mr. 
W. F. McGlone, 44 E. 23rd, New York 10, Sec. 

American Society of Anesthesiologists, Los Angeles, Oct. 22-27, 
1961. Mr. J. W. Andes, 515 Busse, Highway, Park Ridge, IIll., 
Exec. Sec. 

Association of American Physicians and Surgeons, Inc., Asheville, 
N. C., Oct. 12-14, 1961. Mr. H. E. Northam, 185 N. Wabash, 
Chicago 1, Exec. Dir. 

Southern Psychiatric Association, New Orleans, Oct. 1-3, 1961. Dr. 
R. Proctor, Winston-Salem, N. C., Sec. 

Southwestern Medical Association, Las Vegas, Oct. 19-21, 1961. Dr. 
M. Thomas, 1501 Arizona, El Paso, Sec. 


Texas Academy of General Practice, Houston, Oct. 15-18, 1961. Mr. 
D. C. Jackson, 1905 N. Lamar, Austin, Exec. Sec. 

Texas Surgical Society, Waco., Oct. 1-3, 1961. Dr. G. V. Brindley, 
Jr., Scott and White Clinic, Temple, Sec. 


Oklahoma City Clinical Conference, Oklahoma City, Oct. 23-25, 
1961. Miss Alma F. O'Donnell, 503 Medical Arts Bldg., Okla- 
homa City 2, Exec. Sec. 


Texas State Board of Examiners in Basic Sciences, Austin, Mid- 


October, 1961. Mrs. Maria P. Hathaway, Exec. Sec., 1012 State 
Office Bidg., Austin. 


NOVEMBER 


American College of Chest Physicians, Denver, Nov. 25-27, 1961. 
Mr. M. Kornfeld, 112 E. Chestnut, Chicago 11, Exec. Dir. 

American Public Health Association, Detroit, Nov. 13-17, 1961. 
Dr. B. F. Mattison, 1790 Broadway, New York 19, Exec. Sec. 

Radiological Society of North America, Chicago, Nov. 26-Dec. 1, 
1961. Mr. M. D. Frazer, 3145 O Street, Lincoln, Neb., Sec. 

Southern Medical Association, Dallas, Nov. 6-9, 1961. Mr: R. F. 
Butts, 2601 Highland, Birmingham 5, Exec. Sec. 


Texas Dermatological Society, Dallas, Nov. 5, 1961. Dr. D. S. Blair, 
1609 Medical Arts Bldg., Dallas, Sec. . 

Blackford Memorial Cancer Lectures, Denison, Nov. 2, 1961. Dr. 
A. O. Jensen, Suite N-1, Medical Center, Denison, Chm. 

Texas State Board of Medical Examiners, Fort Worth, Nov. 30-Dec. 


2, 1961. Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth, 
Sec. 


National and Regional 


American Academy of Allergy, Denver, Feb. 5-7, 1962. Mr. J. O. 
Kelley, 756 N. Milwaukee St., Milwaukee 2, Exec. Sec. 

American Academy of Dermatology and Syphilology, Chicago, Dec. 
2-7, 1961. Dr. R. R. Kierland, Mayo Clinic, Rochester, Sec. 

American Academy of General Practice, Las Vegas, April 6-13, 
1962. Mr. M. F. Cahal, Volker Blvd., at Brookside, Kansas City 
12, Exec. Sec. 

American Association of Genito-Urinary Surgeons, Skytop, Penn., 
May 9-11, 1962. Dr. W. J. Engel, 2020 E. 93rd, Cleveland 6, 
Sec. 

American Association of Obstetricians and Gynecologists. Dr. C. L. 
Randall, 216 Summer, Buffalo 22, Sec. 
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American Association of Plastic Surgeons, Del Monte, Calif., May 
6-10, 1962. Dr. T. D. Cronin, 6615 Travis, Houston 25, Sec. 
American Association for Thoracic Surgery, St. Louis, April 16-18, 
1962. Dr. H. T. Bahnson, Johns Hopkins Hosp., Baltimore 5, 

Sec. 

American College of Allergists, Minneapolis, April 1-6, 1962. Mr. 
E. Bauers, 2160 Rand Tower, Minneapolis, Exec. Vice-Pres. 

American College of Obstetricians and Gynecologists, Chicago, April 
2-5, 1962. Mr. D. F. Richardson, 79 W. Monroe, Chicago 3, 
Exec. Sec. 

American College of Physicians, Philadelphia, April 9-13, 1962. Dr. 
E. C. Rosenow, Jr., 4200 Pine, Philadelphia 4, Exec. Dir. 

American College of Radiology, New York, Feb. 7-10, 1962. Mr. 
W. C. Stronach, 20 N. Wacker, Chicago 6, Exec. Dir. 

American Congress of Physical Medicine and Rehabilitation, New 
York, Aug. 27-31, 1962. Dorothea C. Augustin, 30 N. Michi- 
gan, Chicago 2, Exec. Sec. 

American Dermatological Association, Chandler, Ariz., March 28-31, 
1962. Dr. Wiley M. Sams, 308 Ingraham Bldg., Miami 32, Sec. 

American Gynecological Society, Hot Springs, Va., May 31-June 2, 
1962. Dr. C. J. Lund, 260 Crittenden Blvd., Rochester 20, N. Y. 

American Hospital Association. Mr. M. J. Norby, 840 North Lake 
Shore Dr., Chicago 11, Sec. 

American Neurological Association, Atlantic City, June 18-20, 1962. 
Dr. M. D. Yahr, 710 W. 168th, New York 32, Sec. 

American Proctologic Society, Miami, Fla., April 30-May 3, 1962. 
Dr. N. D. Nigro, 7815 East Jefferson, Detroit 1, Sec. 

American Society of Clinical Pathologists. Miss Eleanor F. Larson, 
445 Lake Shore Drive, Chicago 11, Mer. 

American Surgical Association. Dr. W. Altemeier, Cincinnati Gen- 
eral Hospital, Cincinnati 29, Sec. 

International College of Surgeons, U. S. Chapter. Dr. R. T. MclIn- 
tire, 1516 Lake Shore Dr., Chicago, Exec. Dir. 

South Central Association of Blood Banks, Fort Worth, 1962. L. R. 
Guy, Ph.D., 2927 Maple, Dallas 4, Sec. 

Southern Surgical Association, Hot Springs, Va., Dec. 5-7, 1961. Dr. 
J. D. Martin, Jr., Emory U., Atlanta 22, Ga., Sec. 

Southwest Allergy Forum, Memphis, April 14-17, 1962. Dr. D. 
Goltmann, Lebenheur Children’s Hospital, 848 Adams Avenue, 
Memphis, Tenn. 

Southwest Regional Cancer Conference. Mrs. I. F. Ball, Westchester 
House, Fort Worth, Sec. 

Southwestern Society of Nuclear Medicine. Dr. J. R. Maxfield, Jr., 
2711 Oak Lawn, Dallas, Sec. 

Southwestern Surgical Congress, Albuquerque, N. Mex., April 2-5, 
1962. Dr. R. B. Howard, 544 Pasteur Bldg., Oklahoma City 3, 
Okla. 

Tri-State Medical Assembly. Dr. J. W. Wilson, Jr., 940 Margaret 
Place, Shreveport, Sec. 

United States-Mexico Border Public Health Association. Dr. U. 
Blanco, El Paso, Sec. 


State 


Texas Academy of Internal Medicine, Houston, Dec. 2-3, 1961. Dr. 
S. C. Arnett, Jr., 2609 19th, Lubbock, Sec. 

Texas Air-Medics Association, Austin, 1962. Dr. C. F. Miller, Box 
1338, Waco, Sec. 

Texas Association for Mental Health. Mrs. L. Marcus, 3525 Arrow- 
head, Dallas, Sec. 

Texas Association of Obstetricians and Gynecologists, Dallas, Febru- 
ary, 1962. Dr. H. W. Savage, 815 Fifth Ave., Fr. Worth, Sec. 


Texas Association of Public Health Physicians. Dr. Elizabeth Gentry, 
1313 Sabine, Austin, Sec. 

Texas Chapter, American Academy of Pediatrics. Dr. W. W. Kelton, 
Jr., 108 W. 30th, Austin, Sec. 

Texas Chapter, American College of Chest Physicians, Austin, May 
13, 1962. Dr. Donald L. Paulson, 3710 Swiss Ave., Dallas. 

Texas Club of Internists. Dr. T. H. Harvill, Medical Arts Bldg., 
Dallas 1, Sec. 

Texas Diabetes Association, Austin, May 13, 1962. Dr. John W. 
Chriss, 2436 Morgan, Corpus Christi, Sec. 

Texas Division, American Cancer Society, Fort Worth, Dec. 7-8, 
1961. Mr. C. W. Reimann, 5014 Bull Creek Rd., Austin 3, 
Exec. Sec. 

Texas Heart Association. Mr. E. T. Guy, 404 Jesse H. Jones Library 
Bldg., Houston 25, Exec. Sec. 

Texas Industrial Medical Association, Austin, May 13, 1962. Dr. 
R. E. Joyner, Box 471, Texas City, Sec. 

Texas Neuropsychiatric Association, Austin, May 12, 1962. Dr. 
E. I. Bruce, Jr., 1014 Strand, Galveston, Sec. 

Texas Ophthalmological Association, Austin, May 14-15, 1962. Dr. 
Harold Hunt, 150 Eighth St., S.E., Paris, Sec. 

Texas Orthopedic Association, Austin, May 14, 1962. Dr. Margaret 
Watkins, 3503 Fairmount, Dallas, Sec. 
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Texas Otolaryngological Association. Dr. Louis E. Adin, Jr., 3707 
Gaston, Dallas, Sec. 


Texas Pediatric Society, Fort Worth, Sept. 21-22, 1962. Dr. C. E. 
Gilmore, 811 Bonham, Paris, Sec. 


Texas Physical Medicine and Rehabilitation Society. Dr. O. Selke, 
Medical Professional Bldg., Houston, Sec. 


Texas Proctologic Society, San Antonio, Feb. 15, 1962. Dr. T. 
Melton, 636 Hermann Professional Bldg., Houston, Sec. 


Texas Public Health Association, Houston, Feb. 11-14, 1962. J. N. 
Murphy, Jr., P. O. Box 5192, Austin 31, Sec. 


Texas Radiological Society, Austin, Jan. 19-20, 1962. Dr. R. P. 
O'Bannon, 1217 W. Cannon, Ft. Worth, Sec. 


Texas Rheumatism Association, Houston, Dec. 1, 1961. Dr. J. 
Kemper, 6655 Travis, Houston, Sec. 


Texas Society of Anesthesiologists, Austin, May 12, 1962. Dr. E. L. 
Slataper, Medical Towers, Houston, Sec. 


Texas Society of Athletic Team Physicians, Austin, April, 1962. Dr. 
L. Levy, Fe. Worth, Sec. 


Texas Society on’ Aging, San Antonio, Dec. 1-2, 1961. Mrs. W. B. 
Ruggles, 3701 Stratford, Dallas, Sec. 


Texas Society of Gastroenterologists and Proctologists, Austin, May, 
1962. Dr. Belton Griffin, 6648 Fannin, Houston, Sec. 


Texas Society of Ophthalmology and Otolaryngology. Dr. O. Suehs, 
14 Medical Arts Square, Austin, Sec. 


Texas Society of Pathologists, Inc., Galveston, last week of Jan., 
a V. A. Stembridge, Southwestern Medical School, Dal- 
as, : 


Texas Society of Plastic Surgeons, Corpus Christi, May 11-12, 1962. 
Dr. R. O. Brauer, 6615 Travis, Houston, Sec. 


Texas Traumatic Surgical Society, Austin, May 13, 1962. Dr. J. C. 
Long, 805 W. 8th, Plainview, Sec. 


Texas Tuberculosis Association, El Paso, March 29-31, 1962. Mrs. 
J. R. Walton, Jr., 1407 Andrews Hwy., Midland, Sec. 


Texas Urological Society, Houston, February, 1962. Dr. N. F. Mc- 
Donald, 915 Medical Arts Bldg., Houston 15, Sec. 


District 


First District Society, Pecos, February, 1962. Dr. G. L. Black, 1501 
Arizona, El Paso, Sec. 


Second District Society, Dr. Broadway Broadrick, Box 111, Big 
Spring, Sec. 


Third District Society, Pampa, Sept., 1962. Dr. H. F. Johnson, 2308 
W. 8th, Amarillo, Sec. 


Fifth and Sixth Districts Society. Dr. S. H. Ware, Jr., 3154 Reid 
Drive, Corpus Christi, Sec. 


Seventh District Society. Dr. R. Lucas, 502 W. 13th, Austin, Sec. 


Eighth District Society. Dr. H. Davis, 120 Barracuda, Galveston, 
Sec. 


Ninth District Society. 
be District Society. Dr. I. M. Richman, 3280 Fannin, Beaumont, 


Eleventh District Society. Tyler, Spring, 1962. Dr. F. Verheyden, 
400 S. Ragsdale, Jacksonville, Sec. 


Twelfth District Society, Temple, Jan. 13, 1962. Dr. J. Dunlap, 
2320 Columbus, Waco, Sec. 


Thirteenth District Society. Dr. R. D. Moreton, 1217 W. Cannon, 
Fr. Worth, Sec. 


Fourteenth District Society. 
Fifteenth District Society. Dr. J. S. Leeves, Naples, Sec. 


Clinics 


Dallas Southern Clinical Society Conference, Dallas, March 19-21, 
1962. Dr. C. M. Cole, 1421 Medical Arts Bldg., Dallas, Sec. 
International Medical Assembly of Southwest Texas, San Antonio, 
Jan. 29-31, 1962. S. E. Cockrell, Jr., 202 W. French Place, San 

Antonio, Exec. Sec. 

New Orleans Graduate Medical Assembly, New Orleans, March 12- 
15, 1962. Dr. Mannie D. Paine, Jr., 1430 Tulane Ave., New 
Orleans 12, Exec. Sec. 

North Texas-Southern Oklahoma Fall Clinical Conference. Dr. F. J. 
Lee, 1300 8th, Wichita Falls, Chm. 

Postgraduate Medical Assembly of South Texas. Mrs. W. H. Dahme, 
412 Jesse H. Jones Library Bldg., Houston 25, Exec. Sec. 

Private Clinics and Hospitals, Houston, Dec. 2-3, 1961. Mr. B. J. 
Warren, Deaton Hospital, Galena Park, Sec. 


TEXAS State Journal of Medicine, OCTOBER, 1961 





